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1. Simple, quick laboratory test for early diagnosis of pregnancy as re- 
ported by Drs. Friedman and Lapham of the University of Pennsylvania 
in the March issue of American Journal of Obstetrics and Gynecology. 


1. Positive within one week following cessation of 


2. Reduction 





nnouncements 


Menses. 


. 3 ounces non-preserved sample of urine is all that 


is required from patient. 
Test requires only 48 hours’ time. 


In series reported to date, test has been 100% 
accurate. 


Based on production of corpora hemorrhagica on 
ovary of non-pregnant rabbit. 


Fee is $10.00. Reports wired. 


in price of Antirabic Vaccine. 
Semple method, 14 doses. 
U. S. Government License No. 98. 


Product approved by Council on Pharmacy and 


Chemistry of A. M. A. 





Price now $14.00, lowest in the United States. 


5. Wire collect for treatments. 


Medical Arts Laboratory, Inc. 


802 Medical Arts Building 
OKLAHOMA CITY, OKLAHOMA 
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Diagnostic 
Laboratories 


prepared to do all types of laboratory 
tests which aid in diagnosis, including: 


Biopsy Specimens 
Basal Metabolism 
Surgical Specimens 
Animal Innoculations 
Post Mortem Specimens 
Dark Field Examinations 
Post Mortem Examinations 
Blood and Urine Chemistry 
X-RAY EXAMINATIONS, ALL TYPES 


SEROLOG Y—including Kolmer’s Standard Wasser- 
mann; very sensitive Precipitation tests, Kahn, Kline’s 
slide test; and special exclusion test useful in many cases 
when exclusion of Syphilis is important. 


BACTERIOLOGICAL EXAMINATIONS of all types, includ- 
ing Widals, Sputum for T. B., Stool examinations, Agglutina- 
tion tests for MALTA FEVER, and tests for Tularemia, etc. 


Containers Mailed on Request. 
SPECIAL RATES TO HOSPITALS AND CLINICS. 


J. SCHAEFER, HUGH JETER, M. D., 
Bacteriologist. Director and Pathologist. 


1200 North Walker, Oklahoma City. 
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ASSOCIATION 


Organized for the purpose of making radium 
available to physicians to be used in the 
treatment of their patients. Radium loaned 
to Physicians at moderate rental fees, or 
patients may be referred to us for treat- 
ment if preferred. 


Careful consideration will be given inquiries 
concerning cases in which the use 
of Radium is indicated. 
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And 
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Mercurochrome is bacteriostatic in ex- 
ceedingly high dilutions and as long as the 
stain is visible bacteriostasis is present. 
Reinfection or contamination are prevented 
and natural body defenses are permitted 
to hasten prompt and clean healing, as 
Mercurochrome does not interfere with im- 
munological processes. This germicide is 
non-irritating and non-injurious when ap- 
plied to wounds. 
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PAPERS AND CLINICS FROM THE MEDICAL SERVICE OF THE 
CRIPPLED CHILDREN’S HOSPITAL, 
OKLAHOMA CITY 





Infantile Tetany With Case Report of ii baie Following 


Operation for Pyloric Stenosis . ,; Dr. W. M. Taylor 
Pyloric Stenosis in Infancy , _ Dr. Clark H. Hall 
Symtomatology of Asthma in Children . te Ray M. “Balyeat—Dr Herbert J. Rinkel 


Endocrine Clinic 
Diabetes Insipidus 


Laurence-Bied|l Syndrome Dr. Henry Turner 
Causes of Respiratory Obstruction in Infants and Children Dr. L. C. McHenry 
Chronic Discharging Ears as a Menace in Children Dr. Theodore G. Wails 


INFANTILE TETANY WITH CASE RE- | tice of physicians to note the fact that a 
PORT OF GASTRIC TETANY FOL- group of children in one family will be 
LOWING OPERATION FOR PYLORIC victims of convulsive seizures at the on- 





STENOSIS set of even mild infections with but little 
—— fever, while the children of the next door 
W. M. TAYLOR, M.D. neighbor reared under similar supervision 
OKLAHOMA CITY and environment will not react in the same 
- manner, though the infection is virulent, 
Tetany as applied in a clinical sense is the onset is abrupt and with a _ hyper- 
a condition in which there is an abnormal pyrexia. The underlying condition repre- 
response of the nervous system to various sents what we understand as latent tetany 
irritations and stimuli. Tonic spasm of or spasmophelia and may represent a fami- 
the muscles of the hands and feet (carpo- lial transmission from neurotic parents. 
pedal spasm) of the larynx (laryngo These infants often gain slowly, regurgi- 
spasm) and tendency to develop general tate food and suffer from colic. Certain- 
convulsivg seizures are the striking mani- ly they lack the stable nervous system of 
festations of this condition. the normal child. Latent tetany is a pre- 
Calcium metabolism disturbance is disposing cause to acute tetany. 
manifested by hypo-calcemia in most Treatment of infantile tetany is usual- 
a ea not in gastric tet- ly followed by prompt response. Briefly: 
any. It might well to regard tetany as : : a a 
a symptom-complex and Hess (6th Edi- ™ ae ly a a thirty to for 
tion, Page 386) states: “In light of more ys * ; 
recent experimental and clinical facts it b. Viosterol fifteen to thirty drops 
must be regarded as a symptom-complex daily. 
Ngee od — howsrie 9 el myer y may | ce. Sunlight or ultra violet irradia- 
teta he, gor rated in cases of acute tion, carefully guarding the time 
ny “hough not a cause. | of exposure, though in my ex- 


It is a familiar happening in the prac- | perience have never seen an ex- 
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aggeration of symptoms from 
violet ray. 


d. Cod liver oil in dosage of one to 
two teaspoonsful daily. 


Calcium gluconate is recommended per 
mouth and by hypodermic use if calcium 
chloride is not well tolerated, though I 
have never had occasion to use it. 


Barker states that, though the parathy- 
roids may be an etiological factor in some 
forms, definite proof is lacking for other 
forms of tetany. 


Graham in his Surgical Diagnosis, Vol. 
II, Page 490, mentions gastric tetany as 
occurring in dilatation and obstruction of 
the stomach. Also mentions that gastric 
tetany may arise as a complication of py- 
loric stenosis; with acute dilatation of 
stomach also in adults. The cause of the 
symptoms of gastric tetany is believed to 
be a state of alkalosis and tissue anoxemia 
that arise from excessive loss of acid from 
the body. One feature of gastric tetany 
is that there is no change in the blood 
calcium. 


Alkalosis: Quoting Marriott on Infant 
Nutrition, Page 298: “All of the symptoms 
of tetany may occur in individuals in 
whom the total calcium content of the 
serum is normal, but in whom the alka- 
linity of the serum is increased. Thus 
tetany is seen in infants who, as the result 
of vomiting, have developed alkalosis, and 
it is also seen following the therapeutic 
administration of alkalines. Pulmonary 
hyper-ventilation caused by voluntary deep 
breathing, crying or occurring as the re- 
sult of fever brings about a removal of car- 
bonic acid from the blood with a shift of 
the reaction toward the alkaline side; this 
is often associated with the appearance of 
all of the symptoms of tetany. The sug- 
gested explanation of the occurrence of 
tetany in the presence of alkalosis is that 
the ionization of calcium is decreased as 
the alkalinity of the medium is increased.” 


CASE REPORT 


Infant, six weeks old. Family History: 
Both parents healthy. First child, father 
frequently had convulsions as a_ child. 
Diagnosis of pyloric stenosis based on fol- 
lowing history and physical findings: 
Breast fed baby. Began vomiting food at 
third week. Vomiting became projectile. 
Rapid loss of weight. Constipation. At- 
ropine given before feedings furnished 
some relief for few days. As frequently 


happens weaned because it was thought 
breast milk disagreed with baby, 


| 
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Physical examination showed definite 
peristaltic waves over epigastric region 
from left to right. Small mass palpable 
below the costal border in the upper right 
quadrant. Baby slightly emaciated and 
irritable. Dehydration marked. 


Diagnosis: Pyloric stenosis. Pre and 
post operative diagnosis same. Operated 
on in St. Anthony’s Hospital at 9:00 a. m. 
by Dr. H. Reed, under local anesthesia. 
Ramstedt operation for pyloric stenosis 
was performed. Baby returned from 
operation room in excellent condition. 
Took small amount of water throughout 
the day without vomiting, though restless. 
Nurse reported at 4:00 p. m., that on in- 
sertion of rectal thermometer preparatory 
to taking temperature, baby held breath, 
became cyanotic and had general convul- 
sions lasting less than five minutes. Sec- 
ond convulsive seizure occurred one-half 
hour later, under my observation. This 
was a light general convulsion with defin- 
ite carpo-pedal spasm. 


Treatment: For general convulsion co- 
dein sulph grain one-twenty-fourth hypo- 
dermically. Chloral hydrate grains one 
and one-half in one ounce of water per 
rectum. Note: The sphincter was quite 
spastic and the entire amount of chloral in 
solution was retained. Within twenty min- 
utes the full physiological effect was ob- 
tained and though the heart and respira- 
tory action were of good quality the 
breathing was noisy and child hard to 
arouse but responded to caffein and had 
no more seizures. 


The therapeutic indication in these 
cases of alkalosis is to restore the normal 
acid base equilibrium so normal saline by 
proctoclysis was given and well retained 
throughout the night. The response was 
so prompt and satisfactory it was not 
deemed necessary to give saline by hypo- 
dermoclysis. 

The baby was fed on following morning 
with whole lactic acid milk migture and 
dextri maltose every four hours. Recov- 
ery rapid. No recurrence of tetany. Dis- 
missed from hospital two weeks later re- 
taining all food and gaining two ounces 
daily. 

Cantarow wisely mentions that the pre 
and post operative management of these 
conditions has served to greatly reduce 
their operative mortality and constitutes 
one of the most significant advances in 
modern surgery. 


Hobart Amory Hare remarks, in his 
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seatein . Cantarow’s excellent treatise on 
‘“Calcium Metabolism and Calcium Ther- 
apy,’ ‘even today much of our knowledge 
as to calcium is imperfect and incomplete, 
even in the minds of those whose re- 
searches have qualified them to speak with 
authority.’ ” 


Report of this case seems interesting in 
view of the fact that much investigation 
is being done concerning the regulation of 
inorganic metabolism and that this report 
may add something to strengthen the chain 
of evidence that tetany may be regarded 
as a symptom-complex rather than an en- 
tity. 


£). 
vv 


PYLORIC STENOSIS IN INFANCY 


CLARK H. HALL, M.D. 
OKLAHOMA CITY 





Vomiting during the early months of 
life is not an unusual symptom. As a rule 
it is due to too much food, too short a 
feeding interval or improper food. There 
are other causes and among them is steno- 
sis of the pylorus which may be due either 
to pyloric spasm or hypertrophic stenosis. 
There is considerable difference of opinion 
as to whether spasm of the pylorus is a 
separate entity or whether it occurs as a 
complication of hypertrophic stenosis. In 
this clinic we shall consider them together 
from the clinical standpoint. 


The symptoms usually occur the first 
six weeks of life but may occur later. If 
the vomiting is present from birth it is 
probably from some other cause such as 
deformity of the esophagus or atresis be- 
low the pylorus. If the obstruction is in 
the esophagus it will be impossible to pass 
a rubber catheter. Most of the cases of 
pyloric obstruction are in breast fed in- 
fants as it occurs early in life when a 
higher percentage is on the mother’s 
breast. The condition is not so common 
in girls as in boys. One clinician reports 
44 boys and 8 girls in a series of 52 cases. 
The extent of the stenosis varies. It may 
be only a slight spasm with some vomit- 
ing or complete obstruction due either to 
marked hypertrophy or severe gastro-en- 
terospasm. The symptoms, of course, 
vary with the degree of stenosis. 


The infants give a history of doing nice- 
ly the first two or three weeks of life. 
Then vomiting, the first symptom, occurs, 
This may be slight at first and then in- 
creases in severity. A short time after 
feeding, the stomach empties itself or it 


| 
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may wait until two or three Sendines have 
been taken. There are no symptoms of 
indigestion. Many times the vomiting is 
projectile, especially in the cases of com- 
plete obstruction. The vomiting in the 
cases of spasm may not be so marked. 
Here we may find periods in which there 
is no vomiting or the patient may vomit 
only once or twice a day. The general 
condition of the patient depends upon the 
amount of food retained. The weight 
curve gives valuable information as to the 
progress of the case. The stools are 
smaller than normal and if the obstruction 
is practically complete there is very little 
bowel movement other than mucous. 
These youngsters fret a great deal, are 
restless and hungry. There is no eleva- 
tion in temperature and they are not 
acutely ill. Water is vomited as well as 
milk, so the urine is very much diminish- 
ed in quantity. Soon after water or milk 
is taken into the stomach, gastric peris- 
talsis is active and the waves become visi- 
ble. These waves are often not so marked 
when the trouble is due to spasm. They 
pass from left to right and frequently, af- 
ter a severe one, the stomach contracts and 
empties itself. The waves of the colon 
pass from right to left and should not be 
confused with those of the stomach. The 
gastric wave may be incited by tapping 
the abdomen over the epigastrium. 

If there is considerable thickening of the 
pylorus, the tumor mass may be felt. _It 
is of the size and shape of an olive and 
usually is found above the umbilical level 
to the right of the mid-abdominal line, 
it may vary from time to time. Sometimes 
even a fair sized tumor may not be felt. 
It depends upon the size, thickness of the 
abdominal wall and the closeness of the 
tumor to the surface. 


The general condition of the patient be- 
gins to show the effects of the loss of food 
and water very soon. The degree de- 
pending upon the amount of obstruction 
and the corresponding loss of food. If 
the trouble is a mild or moderate obstruc- 
tion there may be a slight gain in weight, 
or very little change. Occasionally there 
may be a remission of symptoms and a 
temporary improvement in the condition. 
There may be some gain in weight one day 
and a loss the next. If the obstruction is 
complete the child may lose two or more 
ounces a day. At this rate it is not long 
until the general condition suffers mater- 
ially. 

Diagnosis: Valuable time is often lost 
between the onset of symptoms and the 
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time the physician sees the patient, as 
those in charge feel that the food is the 
cause of the trouble and several different 
foods are given atrial. From the clinical 
history, it is usually fairly easy for any 
one familiar with the condition to make 
the diagnosis. The character of the vomit- 
ing with the visible peristalsis and the con- 
stipation make the diagnosis fairly defin- 
ite. There is no bile in the vomitus if the 
obstruction is at the pylorus, while if it 
is below, bile may be present. If the vomit- 
ing is due to indigestion there is a differ- 
ence in the type and the vomitus. It is not 
explosive and the child vomits several 
times, while in stenosis the stomach usu- 
ally empties itself with one attack or it 
may not empty until several feedings are 
taken. There is no nausea if the trouble 
is at the pylorus. 


A method of determining the amount of 
pyloric obstruction is to siphon the con- 
tents of the stomach off four hours after 
feeding. The normal stomach should be 
empty before this time. The X-ray and 
fluoroscope are great aids in establishing 
the degree of obstruction. The youngster 
is given barium suspended in butter milk. 
Normally the food begins to leave the 
stomach at once and should be beyond in 
about three hours. If the obstruction is 
due to a spasm there is some delay but 
eventually, if the meal is not vomited, it 
passes out. If there is complete stenosis 
nothing passes and eventually the stomach 
is emptied by vomiting. 


Treatment: There is considerable dif- 
ference of opinion as to the treatment of 
these cases. Some men feel that all of 
them should be treated surgically, others 
are of the opinion that most of the cases 
can be handled with cereal feedings and 
atropin, while others consider a middle 
ground more reasonable. The success of 
either group depends largely upon the time 
the patient is seen. If treatment can be 
instituted early, while the general condi- 
tion of the patient is good, then the med- 
ical and dietetic scheme should be given a 
thorough trial. On the other hand, if the 
patient is seen late when he is in poor 
condition, then valuable time should not be 
lost but operation should be performed 
without delay. If the child is still on the 
breast, it is probably wise to treat the case 
surgically as it is not always possible to 
obtain enough breast milk to make the 
thick cereal. If operated on, the child’s 
nursing is interrupted very little and re- 
covery is fairly rapid. 


Medicinal and dietetic atropin is the 








drug that is used. A 1:1000 solution is 
given 20 minutes before feeding. The 
solution should be fresh every few days. 
The dose is increased drop by drop until 
results are obtained or a diffuse blush is 
noted. There is considerable difference 
in atropin solutions even when prepared 
fresh and very carefully. The drug is 
more effective when given hypodermically. 


In artificially fed babies thick cereal 
should be used. If the child is on the 
breast we can alternate between breast 
feeding and cereal. The feedings should 
not be more frequent than every four 
hours. If vomiting occurs within an hour 
after feeding, the feeding should be re- 
peated and often it will be retained. With 
feedings of this type the water intake is 
very much diminished and care must be 
exercised that sufficient quantity is given. 
It should not be given after feeding but 
an hour or less before. Then if it is vom- 
ited it acts as a gastric lavage which 
may aid in decreasing the trouble. Some- 
times lavage with soda solution is used and 
is beneficial, while in other cases it tends 
to increase the vomiting. 


The combined use of atropin, thick 
cereal and refeeding after vomiting should 
be given a fair trial. Then, if the weight 
curve does not start up, surgical treatment 
should be carried out. It certainly is in- 
advisable to wait until the condition of the 
patient is such that it becomes a poor sur- 
gical risk. Competent nursing care plays 
a very important part in the success of 
these cases. 


Surgical treatment: If the child is very 
much dehydrated, salt solution or Ringer’s 
solution should be given subcutaneously 
before operation. When possible a blood 
transfusion should also be given. The 
operation of choice is the Fredet-Ram- 
stedt. It is usually done under local 
anesthesia. A right rectus incision is 
made above the umbilical level, the pylorus 
exposed and an incision with a blunt dis- 
sector is made dividing the hypertrophied 
muscular wall along the longitudinal axis. 
After operation the breast fed infant is 
put to the breast very soon. Vomiting 
may occur for a short time. The general 
condition is watched very carefully. Usu- 
ally the progress, after operation, is very 
satisfactory. 


Prognosis: If the cases are seen early, 
and proper treatment instituted, the prog- 
nosis is very good. If surgical treatment 
is indicated and carried out at a favorable 
time, the patient’s recovery should be 
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satisfactory. The mortality is about 15 
to 20 percent. This is due to delay in 
treatment, accidents and complications. 
The death rate is very high in the cases 
that receive no treatment. 


The following cases are presented to 
demonstrate pyloric stenosis in infancy. 

Baby H., boy, age 6 weeks when brought 
to the hospital. The baby seemed normal 
in every way until he was 3 weeks old. 
At that age he started to vomit most of 
his feedings. The vomiting was projec- 
tile. There. was a steady loss in weight. 
The bowel movements were very small but 
well digested. The child was restless and 
seemed hungry. Peristaltic waves were 
very evident. Temperature was normal. 
Four hours after feeding, X-ray showed 
practically no barium in the intestines. A 
tumor mass was palpable. The general 
condition of the patient was not good. 
There was considerable dehydration so salt 
solution was given subcutaneously. The 
Fredet-Ramstedt operation under local 
anesthesia was done. The child went 
through the operation nicely. Vomiting 
ceased the next day. He is now four 
months old and you can see that he is in 
excellent physical condition. 

Baby F., male, entered the hospital with 
the following history: Normal delivery, 
condition good. Breast fed and gained 
until three and one-half weeks old. Then 
vomiting started. This occurred four or 
five times a day. Part of the time it was 
projectile in character. The child was 
very restless. A marked peristaltic wave 
was seen and often this would bring on 
vomiting. The stools were small but nor- 
mal in appearance. There was no tem- 
perature. The urine was diminished in 
quantity and the blood count was normal. 
The loss of weight was slight but steady. 
The child seemed hungry most of the time. 
X-ray four hours after the administration 
of the barium revealed about 50 percent 
retention in the stomach, but 24 hours 
later there was none. The mother was 
of a very nervous type and the child’s ill- 
ness seemed to increase the nervousness 
considerably. Soon her breasts were pro- 
ducing very little and it was necessary to 
add complemental feedings. Finally arti- 
ficial feedings had to be used entirely. 
These feedings were thick cereal made 
with evaporated milk. Atropin was given 
by hypo before feeding. With this man- 
agement the baby was able to keep most 
of the feedings, vomiting only once in 
every 24 to 48 hours. The dose of atro- 
pin was increased steadily and ten days 


| 


after starting treatment it was given by 
mouth in place of by hypodermic. A week 
after the cereal and atropin were started 
the weight curve started up and continued 
although at times it would be slight for a 
short while. It was necessary to continue 
the administration of atropin until the 
child was six months old. The boy is now 
9 months old and his recovery is complete. 


SYMPTOMATOLOGY OF ASTHMA 
IN CHILDREN 








Ray M. BALYEAT, M.A., M.D., F.A.C.P. 


Lecturer on Diseases Due to Allergy 
University of Oklahoma Medical School 





HERBERT J. RINKEL, B.S., M.D. 
OKLAHOMA CITY 





May we call your attention to the varia- 
tions in symptomatology of asthma in 
children. In analyzing the histories that 
we obtain on children in the dispensary 
and our private clinic, we have been able 
to classify them into several groups. For 
the purpose of discussion in this paper we 
shall consider the symptoms of asthma 
under the following heads: 


1. Chronic bronchitis. 

2. Summer cough. 

4. Perennial hay fever with asth- 
matic attacks. 

. Attacks of abdominal distress 
followed by asthma. 


6. Typical asthma. 
CHRONIC BRONCHITIS 


Probably the most frequent complaint 
made by the parents when they bring a 
child to the Clinic is that the child has 
chronic bronchitis. By this the parent 
refers to a more or less chronic cough 
productive of a glary white or frothy mu- 
cus. Occasionally these patients complain 
of pain along the costal margins, and less 
frequently they note upper retrosternal 
distress. The cough is productive, as a 
rule, but may be fairly dry. It is often 
described as a “tight cough”, the patiert 
improving rapidly as the cough loosens. 
Ordinarily acute cold has a tendency to 
increase the cough; and whereas the nor- 
mal child would cease coughing after a 
cold in a few days, these children have a 
tendency to cough for a period of four to 
six weeks. We have found a number of 
patients in whom the chronic low grade 
bronchitis has produced typical chest de- 
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formity of a marked degree without either 
the physician, parents or patient realizing 
that the individual was an asthmatic. 
These patients are often considered to be 
tubercular, in spite of the fact that their 
chest findings and sputum tests are nega- 
tive for tuberculosis. Case 1 illustrates 
the point in question. 

CASE 1. D. B. R., age 20 years, was referred 
to the Clinic because of hives. On taking the 
history the mother stated that he had been a vic- 
tim of chronic bronchitis for 17 years. On in- 
spection we noted a typical barrel chest. On 
questioning the mother as to the occurrence of 
asthma she stated that to her knowledge he had 
never wheezed and that he had been examined be- 
cause of his chronic bronchitis a number of times 
but the diagnosis of asthma had not been made. 


On percussion the chest was hyperresonant. 
The lung excursion was somewhat limited. On 
auscultation typical squeaks and groans were 
heard over the entire chest. 

Discussion: Here is a patient who has 
had repeated attacks of asthma, low grade 
in character, which over a period of years 
have deformed his chest. It is not com- 
monly known that asthma may run such 
a silent course that both parents and phy- 
sicians are unaware of the condition un- 
til there is a marked deformity of the 
chest. Patients who give a history of 
chronic bronchitis should be considered 
from the allergic standpoint as well as 
from the standpoint of other etiological 
factors in chronic bronchitis. 


SUMMER COUGHS 


Summer cough differs from chronic 
bronchitis only in that symptoms have a 
seasonal character. There is a history of 
a chronic cough which may start in May, 
June, July or August, depending on the 
locality, and continuing until frost. At 
times the cough is productive of the typical 
asthmatic sputum, or again the cough may 
be quite dry. The rule is that they are 
free of symptoms in the winter, at least 
this is true early in the disease. Occasion- 
ally these patients will have an acute at- 
tack characterized by severe cough, pain in 
the chest, and temperature, and a diagnosis 
of bronchopneumonia is made. However, 
in one or two days the patient is free of 
temperature and the chest is again normal 
oh physical examination. 

CASE 2. L. E. V., age 17 years, was brought 
by his mother to the Clinic because he had ex- 
perienced a summer cough from the middle of 
July until frost during the past 4 years. At 
times his cough was productive of a fair amount 
of sputum, after which he would feel better for 
a few hours or a day or so, and he had been 


subject to one or two atypical attacks of broncho- 
pneumonia during the past summer. 


On physical examination typical asthmatic 





rales were heard in the bases of the lung. There 
were no other findings of note. 

Discussion: The history of the period- 
icity of the attack, the relief by frost, and 
the absence of symptoms in winter, at least 
early in the condition, together with a 
familial history of allergy and a history of 
allergic symptoms in the individual, should 
call attention to the possiblity of specific 
hypersensitiveness to pollen as a cause of 
seasonal summer cough, and this is all the 
more true when the period of cough cor- 
responds to the pollinating period of var- 
ious grasses and weeds. 


PSEUDOBRONCHOPNEUMONIA 


By pseudobronchopneumonia we refer to 
the patient who develops an acute cough 
with dyspnea, temperature and lassitude. 
On physical examination these children 
may have a temperature of 99 to 104° and 
the other findings will not differ from the 
true bronchopneumonia. Within 12 tov 36 
hours the condition has cleared up. The 
child is perfectly normal, running and 
playing, and apparently no worse for the 
attack of bronchopneumonia. This condi- 
tion is illustrated by the following case. 

CASE 3. Margaret U., age 8 years. This 
child was seen in the home and the mother gave 
us a history of the child being perfectly well un- 
til late the day before when she developed a 
cough and in an hour or so the temperature was 
oe There was a history of many similar at- 
tacks. 


On inspection there was dyspneic breathing, a 
low grade cyanosis, a pulse of 120 and a temper- 
ature of 104°. There was a slight increase of 
fremitus over the right lower lobe posteriorally. 
Many coarse rales, associated with squeaks and 
groans, were heard. Other findings were nega- 
tive. 


The patient was seen in consultation with a 
pediatrician that afternoon and a diagnosis of 
bronchopneumonia was made. The next day the 
patient was free of temperature and cough and 
there were no physical findings of consolidation. 
Medication was ephedrine and adrenalin. 

Discussion: We would not suggest that 
attacks of bronchopneumonia be consider- 
ed allergic but where we deal with a pa- 
tient who has a history of repeated attacks 
of bronchopneumonia that run an atypical 
course, the possibility of an allergic eti- 
ology must be considered, especially — if 
there is a familial history of allergy. One 
may establish the allergic basis by the use 
of adrenalin and subsequent auscultation 
of the chest. It is certain that small doses 
of adrenalin would not change the breath 
sounds in a case of typical bronchopneu- 
monia. 


PERENNIAL HAY FEVER WITH ASTHMA 
The symptoms of perennial hay fever, 
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that is, chronic nasal congestion, wet nose, 
sneezing, itching of the roof of the mouth, 
itching of the back of the throat, itching 
in and about the ears and the eyes, and 
occasionally watering of the yes, may 
more prominent than the mild attacks of 
asthma that are often associated with it. 
It is a common thing for the mother to 
stress the symptoms of perennial hay 
fever and state that on occasions the in- 
fant may appear to be choked up. With 
this choking there is often a productive 
cough, and by physical examination the 
attending physician finds the typical mu- 
sical rale of asthma, along with the coarse 
bubbling rale indicating the presence of 
mucus. As a rule these children give a 
history of taking cold easily, and inasmuch 
as the shock organ in these cases is the 
nasal mucous membrane as well as_ the 
bronchial tubes, frequent nasal colds would 
be expected. Some of these children will 
develop a cold every time they are exposed 
to a draft or a change in temperature. The 
diagnosis in this clinical form of asthma 
should not be difficult. The presence of 
all the classical signs of perennial hay 
fever along with the periodic attacks of 
dyspnea and cough are suggestive, and 
physical examination and _ sensitization 
tests will establish the diagnosis. 
ATTACKS OF ABDOMINAL DISTRESS 
FOLLOWED BY ASTHMA 


In a number of these children we obtain- 
ed a history of an acute attack of abdom- 
inal distress which precedes the attack of 
asthma by 12 to 24 hours. The child of- 
ten has some nasal symptoms along with 
the abdominal upset. The attacks usu- 
ally last one to two days and are very de- 
finitely improved by the use of enemas or 
cathartics. The symptoms referable to 
the chest in these cases differ a great deal 
from the regular asthmatic. In some cases 
there may be the typical wheezing; in 
others there may be more or less dyspnea 
with cough. 

CASE 4. Our patient, Rebecca H., age 8, is a 
typical case of this form of asthma. Her parents 
state that she has been subject to a number of 
attacks of acute indigestion followed by a croupy 
cold. By indigestion they refer to a crampy 
type of pain in the upper abdomen with some 
bloating and belching. Several hours later there 
may be one or two loose stools. There is de- 
finite relief from a bowel movement or emesis. 
Within 6 to 18 hours she manifests nasal sym- 
ptoms and then becomes dyspneic. 


Relief is obtained both from the abdominal dis- 
tress and the chest symptoms by the use of 


adrenalin. 

Discussion: There can be little doubt 
that the chain of symptoms illustrated here 
is due to one and the same thing, namely, 








a specific sensitization to a food or foods. 
On eating the food the first shock organ 
will be the upper gastrointestinal tract. 
On absorption of the food there is a subse- 
quent reaction in the nasal mucous mem- 
brane and in the bronchial tubes. This 
contention is established by the fact that 
the removal of offending foods relieves all 
three of the symptoms enumerated. In 
some cases the abdominal distress will be 
so severe as to warrant the diagnosis of 
appendicitis, and an operation may be ad- 
vised. 
TYPICAL ASTHMA 

The least common asthmatic manifesta- 
tion in children under 10 is the typical 
paroxysm. These children may be in per- 
fect health and within a few minutes, 
without premonitory symptoms, start to 
wheeze, and there is marked dyspnea, oc- 
casionally cyanosis, and wheezing that is 
apparent to all who are about the child. 
After the attack has persisted for some 
time cough and sputum become evident. 
and after 12 to 48 hours the attack wears 
off. The child may then continue for 
three weeks to a year before a subsequent 
attack. The rule is, however, that these 
attacks become more frequent and of long- 
er duration with each attack. There is a 
tendency for the cough to be prolonged 
after each attack. 


CONCLUSIONS 


1. Asthma in children presents a num- 
ber of symptom complexes, such as 
chronic bronchitis, summer cough, pseudo- 
bronchopneumonia, perennial hay fever 
with daylight croup, acute abdominal dis- 
tress followed by asthma, and the least 
common of all, true typical asthmatic par- 
oxysms. 

2. In determining the etiologic factor of 
chronic bronchitis the role of hypersensi- 
tiveness must be considered. The family 
history and the history of other allergic 
manifestations in the individual, and the 
signs and symptoms of hypersensitiveness, 
will aid in establishing the etiology. 

3. Summer cough should be considered 
from the allergic standpoint in every case. 

4. Repeated attacks of bronchopneu- 
monia which run an irregular clinical 
course may exist on an allergic basis. 

5. Perennial hay fever with asthma 
should present no diagnostic difficulties. 

6. Attacks of asthma following acute 
abdominal distress are due as a rule to 
food. 

7. The typical asthmatic attacks are the 
least common in children. 
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ENDOCRINE CLINIC* 


HENRY TURNER, M.D. 
Children’s Hospital 
OKLAHOMA CITY 








I, DIABETES INSIPIDUS 
II. LAURENCE-BIEDL SYNDROME 





I am presenting two interesting cases 
this morning, one of which is not uncom- 
mon and is typical of the syndrome; the 
other case is considered very rare, only 
35 cases having been reported in the liter- 
ature. I do not think it wise to present 
unusual cases to students, as a rule; be- 
cause you have enough to do if you ac- 
quaint yourselves with the more common 
conditions. 


However, the rare cases gen- 


| 


Family history is essentially negative. 
No other member of the family is obese. 

Past History: He was a normal, full 
term baby who walked, talked and de- 
veloped teeth at the usual age. He had the 
usual diseases of childhood, including 
measles and whooping cough; but no scar- 
let fever nor other severe infections. He 
has always been overweight. The parents 
say that he has always drunk much water 
and has always been hungry, but that 
these seemed to increase following whoop- 
ing cough at the age of six years. 

Present Illness: Admitted to Children’s 
Hospital November 18, 1929, complaining 
that the symptoms of polydipsia, polyuria 
and polyphagia have been increasing the 


| past three years and recently have been of 





FIGURE 


Note the generalized type of obesity with definite shoulder and pelvic girdling, mons 


veneris shelving 


erally produce permanent mental pictures 
which are never forgotten, and I trust you 
will remember the one I will show you 
today. 

The first case (Fig. I) is a boy, aged 9 
years, who was admitted to the hospital in 
November, 1929, complaining of excessive 
thirst, voracious appetite, frequency of uri- 
nation, and overweight. 

~*From the Department of Medicine University of 


Oklahoma School of Medicine; Medical Service 
Crippled Children’s Hospital 


and genital hypoplasia. 


sufficient severity to prevent his getting 
proper rest at night. 

Physical Examination: Physical exami- 
nation reveals a well developed youngster 
of nine years. His height is 52 inches 
(116.5 cm) and his weight 105 pounds 
(48 kgs.). He is 54% overweight. He is 
of normal temperament and responds in- 
telligently to questions. You will notice 
that he is obese and that the panniculus is 
rather generalized; but there is a definite 
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girdling at the shoulder and pelvis. He 
has a feminine figure. There is just a 
suggestion of swelling at the ankles, which 
does not pit on pressure. There is also 
some supraclavicular fullness. The skin 
is dry, and remarkably so, over the lower 
extremities. The hair is neither fine nor 
coarse and appears lifeless. There is no 
pubic nor axillary hair and no beard. The 
teeth are all present, in good alignment and 
of perfect structure. He has a moderate 
hypoplasia, of the genitals. The left testis 


is undescended, but may be palpated in 


the cana]. The blood pressure reading is 
100 systolic, 84 diastolic, and the heart 
rate 80 per minute. The temperature is 
subnormal most of the time. There are 
no signs or symptoms referable to other 
systems. 

Progress: Upon admission, he was 
placed on regular routine diet, with no 
restriction of fluids. It was observed that 
his night intake and output of fluids was 
sometimes greater than during the day. 
A pitcher of water was kept by his bed- 
side and he would ask to have it filled sev- 
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eral times during the night, and his sleep 
was broken by the necessity of frequent 
voidings. His average intake (Fig. II) for 
24 hours was 10,800 c.c., and daily output 
10,530 c.c. 


He was given surgical pituitrin, intra- 
muscularly, in increasing daily doses, with- 
out restriction of diet or fluids. His in- 
take and output decreased to about 5000 
c.c. after two days, and to 1400 c.c. on the 
eighteenth day. The maximum dose of 
pituitrin (S) given in 24 hours was 74 
minims, which produced an intestinal re- 
action. This dosage was gradually re- 
duced to 20 minims daily, which controlled 
his symptoms. Later, because of the sug- 
gestive myxedematous pads and dry skin, 
and because of the Froelich’s syndrome, 
antuitrin, 1 c.c. daily, and thyroid extract, 
in gradually increasing doses, were added. 


He was discharged from the hospital 
February 23, 1930, completely relieved of 
all symptoms and weighing 84 pounds, a 
loss of 21 pounds since admission. After 
returning home, he did not take any pitu- 
itrin for a few days and all of his original 
symptoms returned. He was then given 
one c.c. of pituitrin (S) daily at bedtime. 
This has been continued for the past six 
months with complete relief of symptoms 
and no increase in weight. 


Dr. T: “Mr. S., what is your impression 
of this case?” 


Student: “Diabetes insipidus.” 


Dr. T: “Yes, based upon the history 
of polydipsia, polyuria and _ polyphagia. 
but you would not make a final diagnosis 
until you had examined the urine and 
found it free of sugar.” “Mr. B., does 
this boy’s physical appearance suggest 
anything to you?” 

Student: “He is obese, and the fat 
seems more prominent about the mammae 
and abdomen.” 


Dr. T: “Though the fat is rather gen- 
eralized and of the type usually associated 
with hypothyroidism, the increased deposi- 
tion about the shoulder and pelvic girdles 
suggests a pituitary dysfunction, which 
fits in well with his symptoms.” 


The laboratory studies are as follows: 
Urine: Specific gravity ranges from 


1000 to 1004. No trace of sugar nor other 
pathological constituents. 


Blood: The count is normal. The Was- 
sermann reaction is negative. The sugar 
tolerance test shows 111.1 mgms. while 
fasting, 224.6 mgms, one hour after glu- 


cose and 95.2 mgms. the second hour. 
There is no spilling over in the urine. 


Basal metabolism test is minus 15%. 


X-rays of wrists and elbows show nor- 
mal osseous development for age. X-ray 
of sella turcica reveals no apparent path- 
ology. 

Discussion: I have presented a typical 
case of diabetes insipidus, in which there 
is evidence of bilobar pituitary hypofunc- 
tion and secondary hypothyroidism. 


The history of increase in the symptoms 
after an attz:k of whooping cough is not 
without interest. It has been shown by 
many investigators that in the floor of the 
third ventricle, with its dependent tuber 
and infundibulum are the centers of fat 
and water metabolism. These centers are 
quite vulnerable to infections. Thus we 
see many cases of obesity, diabetes insipi- 
dus, somnolence and so on following scar- 
let fever, typhoid and_ encephalitis. 
In cases showing a tendency toward 
symptoms such as this case it is reason- 
able to assume that the toxins of whoop- 
ing cough increased the symptoms. 


The fact that this boy tolerated 75 mms. 
of surgical pituitrin before intestinal 
muscular reaction is sufficient evidence of 
a posterior lobe pituitary deficiency. Is 
the fact that 1 c.c. of pituitrin was finally 
sufficient to control the symptoms evi- 
dence of activating a functionally de- 
ficient, or “lazy gland”, to near normal 
activity? I think it is. I have observed 
this to be true in the treatment of some 
cases of hypothyroidism. Possibly the 
thyroid and antuitrin administered after 
control of symptoms partially corrected the 
existing endocrine embalance to where the 
smaller doses of pituitrin were sufficient. 
This case was treated with surgical pitu- 
itrin (Parke-Davis & Co.), injected hypo- 
dermically. Many cases have been report- 
ed in the literature, by other authors, in 
which the pituitrin was administered in- 
tranasally by means of tampons and nasal 
spray with apparent success. Rosenberg’, 
of Berlin, and others on the continent re- 
port satisfactory results procured with 
powders prepared from extract of the pos- 
terior pituitary lobe used as snuff. I have 
used the nasal spray method and, while the 
results may not be quite so striking as 
those obtained by hypodermic injection, 
certainly the convenience and pleasantness 
of the former should make it the method 
of choice. 


There have been two other cases of dia- 
betes insipidus in the hospital within the 
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past few months which have reacted to pit- 
uitrin much the same as this boy. It will 
be interesting to continue to keep them 


under observation and note their progress. 
1 Klinische Wochenschrift, No. 4, 1930 Abstr 
Ars Medici 8:304 


LAURENCE-BIEDL SYNDROME 


The second case (Fig. III) I will dem- 
onstrate illustrates an unusual condition. 
It is of interest because of its rarity and 
the encouraging response this boy has 
made to treatment. 





FIGURE 


sat up at six months, walked at eighteen 
months, and said a few words at this age. 
Dentition at one year. He was a good 
baby and always easily controlled. He en- 
tered school at the age of six but never 
succeeded in passing the third grade. He 
never took much interest in other children 
or in play. His appetite has always been 
good, though not voracious. He was al- 
ways large but began gaining more weight 
at the age of six and his knees began to 
bend inward, producing a genu valgum 
which prevented his walking any distance. 





Ill 


Note deformity of head, peculiar distribution of panniculus, the supernumerary digits, 
extreme genu valgum with bilateral dislocation of 
both patellae and genital hypoplasia. 


His chronological age is thirteen years 
and his mental age seven years. 


Family History: The mother states he 
was the first born of four children. He 
has one brother who is normal in every 
respect. He had twin brothers, one of 
which was still born and the other died at 
the age of one month. There is no his- 
tory of any similar condition in the family. 


Past History: He was delivered nor- 
mally at term and it was observed that he 
had twelve fingers and twelve toes, and 
that his head was peculiarly shaped. He 


Present Illness: With the exception that 
locomotion is becoming more difficult and 
the mental retardation more evident, there 
are no recent symptoms which differ from 
those mentioned in the past history. 

When admitted to the 
hospital December 2, 1929, he was ex- 
tremely obese, weighing 180 pounds. The 
fat, though generalized, is of a peculiar 
type; that over the abdomen being irregu- 
lar incontour. There is a tendency toward 
shoulder and pelvic girdling and marked 
post cervical fat pads are present. The 


Examination : 
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breasts are feminine and there is a mons 
veneris shelving. The genitals are in- 
fantile. The skin over the face and trunk 
is soft and velvety, but over the arms and 
lower extremities it is dry, rough, and 
myxoedematous. There is no hair on the 
face or body, but normal growth on scalp. 


His hands are broad and the fingers 
short, thick, tapering and deformed. Both 
thumbs show evidence of the terminal 
phalanges dividing in an attempt to form 
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The skull is enlongated in its vertical 
axis, forming the so called “turret head.” 
This deformity of the skull produces a 
flattened forehead and almond shaped 
eyes. The pupils react to light and ac- 
commodation, and the eye grounds are nor- 
mal. The nasal bridge is sunken and the 
alae flattened, resembling the retrousse 
nose of the cretin. You will observe the 
lips are thickened and, though the tongue 
is not enlarged, he keeps his mouth open 





FIGURE IV 


Note supernumerary digits, the shortening of the middle 


two separate 


phalanges, the 


proximal phalanges and fusing of terminal phalanges of each thumb, and the 
elongation of the epiphyses of the first phalanx of each second finger. 


two thumbs on each hand. There is a sixth 
finger on each hand. The feet are short 
and thick and resemble those of an _ ele- 
phant. There are six webbed toes on each 
foot. You will note it is almost impossible 
for him to walk because of the extreme 
knock-knees and bilateral dislocation of 
both patallae. 


and the tongue slightly protruded. The 
teeth are not well formed and are in mal- 
occlusion and mal-position, and the upper 
central and lateral incisors have not ap- 
peared below the gum margin. Superficial 
and deep reflexes are present and normal. 
The blood pressure varies from 102 to 110 
systolic with normal pulse pressure. 
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The laboratory reports are as follows: 


Urine: Normal output of 1022 specific 
gravity. No pathological constituents. 


Blood: Count normal. Coagulation time 
4 minutes. Wassermann, negative. 

Sugar Tolerance: 97.5 while fasting, 
one hour after glucose 111 mgms. and at 





sence of convolutional machines. The 
anterior fossa is flattened and the sella 
turcica a mere depression with no evidence 
of the clinoid processes. 


Hands (Fig IV): Ossification normal 
for age. There is a supernumerary digit 
attached to the soft tissue adjacent to each 
little finger. The middle phalanges of all 


FIGURE V 


Note the six well formed metatarsal bones and digits of each 


foot, the shortening of the 


middle phalanges of each digit and elongation of proximal 
epiphyses of second and third toes 


the end of two hours it had fallen to 76.5 
mgms., a very marked increased tolerance. 


The roentgenograms are very interest- 
ing. You will see in this X-ray of the 
skull the abnormal contour with unequal 
densities of the flat bones and the pre- 


fingers are flattened and shorter than 
normal. There are two distinct and separ- 
ated proximal phalanges present in each 
thumb and two terminal phalanges which 
have fused. There is a widening and 
elongation of the proximal epiphysis of the 
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first phalanx of the second finger of each 
hand on the radial side. This is also pre- 
sent in a more marked degree on the cor- 
responding digits of both feet and the low- 
er epiphyses of the femora. 


Feet (Fig. V): There are six well 
formed metatarsal bones with correspond- 
ing phalanges. The second metatarsal has 
a triangular base and apparently articu- 
lates with the first and second cuneiforms. 
The middle phalanges are flattened as in 
the fingers. The second proximal phalanx 
of the second and third toes show the same 
deformity as the fingers. 


Knee Joints: There is an overgrowth 
and elongation of the medial halves of the 
lower epiphyses of both femora producing 
a double genu valgum with bilateral out- 
ward displacement of the patellae. 


Discussion: Dystrophia adiposogenita- 
lis, polydactylism, syndactylism and retin- 
itis pigmentosa, associated with mental 
retardation and deformity of the skull are 
symptoms of the Laurence-Biedl syn- 
drome. This syndrome was first described 
by Laurence and Moon in 1866. These 
authors reported four cases in the same 
family who exhibited obesity, infantile 
genitals, mental inhibition and _ retinitis 
pigmentosa. Sometime later Bied! report- 
ed three cases, two of which occurred in 
the same family. These cases showed de- 
formities of the skull, polydactylism and 
syndactylism in addition to the findings 
described by Laurence. Harvey Beck’, of 
Baltimore, in 1929 in a review of the liter- 
ature reported 35° cases, including two of 
his own. He states that all the signs and 
symptoms may not be present and cites the 
absence of polydactylism and syndactylism 
in Laurence’s cases. In the case presented 
today there are no retinal changes. It was 
my pleasure to have Dr. Beck see this case 
while on a recent visit here and he con- 
curred in the diagnosis and treatment. 


The etiology of this peculiar syndrome 
is still in doubt, but the majority of those 
who have studied it seem to favor the en- 
docrine theory. Biedl does not believe jt 
to be directly a pituitary disease, buf *hat+ 
it is probably influenced by the failure of 
hypophysical secretions to reach certain 
centers in the hypothalamus. Bardet, quot- 
ed by Beck, believes it to be due to a lesion 
affecting both lobes of the hypophysis 
during the period of embryonic or foetal 
development. Lesions of the floor of the 


third ventricle may influence the symp- 
toms, but we know that this part of the 
mid brain is directly connected to the pit- 
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uitary by various fibres and _ tracts 
through its tuber .and infundibulum. 
Should it be, as Bardet believes, a lesion 
affecting the pituitary during embryonic 
development, why should it not affect the 
thyroid simultaneously; as we know the 
thyroid and anterior lobe of the hypophy- 
sis to be of the same embryological origin. 
Because of the fact that Froelich’s syn- 
drome and mental retardation are con- 
stantly present and organotherapy has 
proved very beneficial in the majority of 
cases, it seems logical to assume this to be 
a hypophyseal dyscrasia with a secondary 
thyroid deficiency. 


Course and Treatment: Upon admission 
to the hospital he was placed on the regu- 
lar routine for a few days observation. 
His fluid intake and output were within 
normal limits, but his appetite was rather 
voracious. He was inclined to keep to him- 
self and seemed to have no desire to enter 
into play and other activities of the chil- 
dren. He scored 2.7 in the Standard 
achievement test in reading and ranked 
third grade in arithmetic by the Woody- 
McCall test. His intelligence quotient was 
50. 


Thyroid in gradually increasing doses 
was ordered and both anterior and 
posterior lobe pituitary liquids were given 
hypodermatically. The surgical pituitrin 
was given in increasing doses and the daily 
dose reached 56 minims before a reaction 
took place. This reaction was a vasomotor 
one evidenced by pallor and perspiration. 
No intestinal cramping was complained of. 
The dose was reduced to 40 minims daily 
which he has tolerated quite well. The 
daily amount of antuitrin given is 1 c.c. 
Thyroid, grains 5 daily, increasing 5 
grains weekly was ordered, but through 
some misinterpretation of orders this was 
increased daily and for several days he re- 
ceived 70 grains of the desiccated gland 
daily. This produced a transient hyperthy- 
roidism with elevation of the pulse to 140 
per minute. All signs of this disappeared 
within four days after the discontinuance 
of the thyroid. This is interesting in that it 
demonstrates the large amount of thyroid 
tolerated by this boy and how quickly some 
cases recover from the toxic effects of the 
drug. His tolerance has been established 
at 25 grains daily. He has received this 
amount continually for over a year except 
during a few days when it was discon- 
tinued during a slight cold and again fol- 
lowing the operation when his leg was 
straightened. Because of his obesity he 
was given a reduction diet of 1400 calories 
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and his weight declined fifty pounds in 
five months. 


After a few weeks treatment he became 
more attentive to things in general. He 
showed an increasing interest in the other 
children and a desire to enter in their play. 
Miss O’Brock, of the occupational therapy 
department, reports that he was very sen- 
sitive about his inability to do the things 
other children do, and that special efforts 
were made to encourage him in all of his 
attempts. His progress in this department 
has been remarkable. He now spends much 
time in being sociable and in making 
things of his own design and is much in- 
terested in decorating the wards and 
workshop. 


His school work has improved but this 
is not as evident as his progress in occupa- 
tional therapy, due probably to his greater 
fascination for the latter. He has ad- 
vanced .3 of a grade in reading and almost 
a whole grade in arithmetic. His I. Q. has 
risen from 50 to 63 the first months and 
to 76-at the end of a year. 


His response to endocrine treatment is 
encouraging, his I. Q. having risen from 
50 to 76 and his general demeanor and in- 
creasing interest in everything about him 
so marked that it was decided to attempt to 
correct his knock knees, which almost com- 
pletely incapacitateshim. Dr. W. K. West, 
of the orthopedic department, examin- 
ed him and decided that because of 
the marked overgrowth and elongation of 
the medial epiphysis of the femora 
it would be necessary to remove a 
triangle from the shaft and _ break 
the femur. This was done with ex- 
cellent results, though the bone was slow 
in uniting. Dr. West states that the bone 
was very soft and spongy. Dr. C. E. Roun- 
tree has recently operated the other leg 
with apparent excellent correction of the 
deformity. It is still in the plaster cast. 


Comment: I have demonstrated a case 
of Laurence-Bied] syndrome which has re- 
sponded to endocrine therapy. His men- 
tality has increased and his conception of 
life in general has improved. He has lost 
50 pounds in weight, and the orthopedists 
have corrected his deformed legs. Instead 
of the obese, moronic and physical invalid 
who entered the hospital a year ago we 
hope to send him home soon able to walk 


| 


and with sufficient mental power to be 
able to help his father, mother and him- 
self and not be a burden to society. 


1. Endocrinology 13:375, 1929. 
2. Since this was written one new case has been 


reported by McCrae and Weiss, Med. Clinics of 
North America, January, 1930, and another by H 
Lisser, Endocrinology 13:533, 1929 This makes a 
total of 38 cases reported to date, including my 
own, 

1200 North Walker St., Osler Bldg 
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CAUSES OF RESPIRATORY OB- 
STRUCTION IN INFANTS 
AND CHILDREN 








L. C. MCHENRY, M.D. 
OKLAHOMA CITY 





Respiratory difficulties in infants and 
children may be due to a number of causes. 
As a laryngologist, I shall not attempt to 
discuss the dyspnea that accompanies 
severe illnesses with high fever, profound 
toxemia, etc. I shall merely make brief 
mention of a variety of conditions which 
cause difficulty by definite mechanical ob- 
struction of the air passages. These 
causes may be grouped under four head- 
ings: 

1, Anatomical or structural pecu- 

liarities. 

2. Causes due to infection. 

3. Foreign material in the air pas- 

sages. 

4. Constitutional conditions. 


1. Anatomical or structural peculiar- 
ities: Enlargement of the thymus gland is 
the most often considered anatomical ab- 
normality causing dyspnea. This is both 
diagnosed and treated by the X-ray. The 
typical wide substernal shadow is well 
known. More definite evidence of trach- 
eal compression may be obtained by a lat- 
eral film of the neck and upper thorax. 
This must be taken with the arms behind 
the back and during inspiration. During 
expiration there is some normal distortion 
of the tracheal shadow which may be mis- 
leading. In positive cases there will be a 
definite backward notching of the anterior 
wall due to pressure backward by the thy- 
mus, 


Congenital laryngeal stridor presents the 
typical symptoms of laryngeal obstruction. 
The difficulty is predominantly inspira- 
tory, with wheezing or stridor and with 
indrawing at the suprasternal notch and 
xiphoid on inspiration. The cry may be 
clear and normal and expiration not dif- 
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ficult. This condition is due to an exag- 
geration of the infantile type of larynx, 
with a long epiglottis which folds upon it- 
self and a general lack of firmness of the 
tissues at the upper orifice of the larynx. 
The difficulty is greater when the child 
is excited, struggling, etc., because the in- 
creased inspiratory effort causes a greater 
collapse or folding together of the upper 
part of the larynx. The stridor is due to 
vibration of the lax folds of tissue, These 
cases usually recover spontaneously as the 
child develops. Occasionally tracheotomy 
is necessary to save life. Intubation is not 
indicated as the introduction of a foreign 
body (the intubation tube) causes irrita- 
tion and swelling and only complicates the 
condition. 


Congenital webs of the larynx and tra- 
chea are occasionally seen. Those that do 
not cause marked obstruction are usually 
discovered and treated after the child is 
several years old. Those which do cause 
marked obstruction are more often report- 
ed from the autopsy table. When discov- 
ered these may be either excised or the ob- 
struction dilated by bouginage. 


Papillomata of the upper air passages 
may occur at any age and may even be 
congenital. They are by far the most com- 
mon neoplasm of this locality in  child- 
hood. As with other laryngeal conditions 
in children under four or five years of 
age, they can be diagnosed only by direct 
laryngoscopy. Anatomical as well as psy- 
chological difficulties prevent getting a 
view of the larynx of small children by the 
indirect method. Direct laryngoscopy can 
be done without anesthesia and without 
danger in even very seriously ill infants. 
The treatment for papillomata is removal. 
They tend to recur, but, if successive re- 
movals do not include any of the normal 
tissue, perfectly normal function is even- 
tually obtained. 


2. Causes due to infection: Acute up- 
per respiratory infections frequently 
cause obstruction of the air passages. 
Croup, which we sometimes describe as in- 
Tluenzal laryngotracheitis, is well known. 
We have all seen children with such 
large tonsils and adenoids that the 
pharynx was almost completely clos- 
ed when they had an acute infec- 
tion. There is occasionally obstruc- 
tive swelling of the pharyngeal tis- 
sues in other severe anginas such as scar- 
let fever. Treatment in the above condi- 
tions rarely needs be directed specifically 
toward the obstruction. 





When we see a child with labored, noisy 
breathing, aphonia or hoarseness and with 
more pronounced difficulty on inspiration 
we think immediately of laryngeal diphth- 
eria. Fortunately this condition is rapid- 
ly becoming less common, due to the wide- 
spread immunization of young children, 
and much less dangerous due to the prompt 
use of antitoxin. In the absence of mem- 
brane from the mouth or pharynx, laryn- 
geal diphtheria can be definitely diagnosed 
only by smear and culture directly from 
the larynx and these do not always give 
conclusive resuults. In children they can 
only be obtained by the direct laryngo- 
scope. Where a definite diagnosis cannot 
be made, and especially where there is a 
history of exposure, antitoxin should be 
given on suspicion and without delay. In- 
tubation may be necessary. Tracheotomy 
is safer unless someone trained to replace 
the intubation tube is constantly on hand. 
The tracheotomy cannula cannot be cough- 
ed out and secretions and membrane may 
be removed through the tracheotomy by 
suction. An intubation tube should never 
be left in the larynx longer than two 
weeks and preferably not longer than one 
week as it will cause scar formation and 
later cicatricial stenosis. 


Cicatricial laryngeal stenosis is com- 
monly caused by too long sojourn of an 
intubation tube or by faulty tracheotomy. 
Occasionally it follows severe laryngeal in- 
fections and injuries with neither of the 
above factors. The so-called high trach- 
eotomy, i. e. above the second tracheal 
ring, will cause scar formation and steno- 
sis of greater or less degree in a high per 
cent of cases. It is justified in that it is 
often life-saving in an emergency but 
should be replaced by a low tracheotomy in 
all cases where the tube cannot be removed 
within a day or so. The treatment of ci- 
catricial laryngeal stenosis is very dificult, 
covers a long period of time and rarely 
results in good voice function though 
good respiratory function may usually be 
eventually obtained. 

A fairly common condition that is fre- 
quently first called to your attention by 
the dyspnea it causes is retropharyngeal 
abscess. The main difficulty in diagnosis 
is usually that the doctor does not think 
of it. Palpation of the posterior pharyn- 
geal wall with the finger makes the diag- 
nosis. Treatment is drainage, as in any 
other abscess and incision should be done 
without anesthesia and with the patient in 
extreme Trendelenburg position to pre- 
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vent aspiration of the pus into the larynx 
and trachea. 


3. Foreign material in the air passages: 
Foreign bodies may cause very marked 
respiratory obstruction or may cause none 
at all. In many cases the history is so 
definite that we have only to verify the 
diagnosis that the parents have already 
made. Metallic foreign bodies may always 
and non-metallic ones many times be di- 
agnosed by the X-ray. Occasionally a de- 
finite diagnosis cannot be made until the 
foreign body is seen through the broncho- 
scope. Vegetable foreign bodies, especial- 
ly peanuts, cause trouble out of all propor- 
tion to their size. They cause a rapid, very 
severe inflammation of the tracheobron- 
chial mucosa. This is accompanied by the 
production of a great amount of purulent 
secretion and by profound toxemia. A 
piece of peanut in a small baby’s bronchus 
may cause no symptoms at all for an hour 
or two after the initial coughing spell and 
then cause death within six to eight hours. 


Other foreign materials besides discrete 
foreign bodies may cause respiratory ob- 
struction. 


A common ingredient of “baby pow- 
ders” is stearate of zinc. This may be fine 
for the skin but when it is inhaled it 


causes severe inflammation of the trachea 
and bronchi and may be rapidly fatal. Re- 
moval of all the powder possible and of 
the profuse secretions by suction, either 
through a laryngoscope or through a tra- 
cheotomy wound, may be of great assist- 
ance. 


Accute chemical burns of the throat 
from various things (lye, acids, etc.) may 
cause acute respiratory embarrassment, 
and, as they heal, scar formation may 
cause deformities of the esophagus, larynx, 
hypopharynx and mouth. In the acute 
obstructions tracheotomy and gastrostomy 
are often necessary. Treatment of the 
chronic cicatricial conditions requires a 
long period of time and good functional 
results are very hard to obtain. 

4. Constitutional conditions: Bronchial 
asthma does occur in infants though for- 
tunately not so frequently as other allergic 
manifestations. Angioneurotic edema in- 
volving the larynx may occur and if not 
accompanied by edema elsewhere may be 
extremely difficult to diagnose. The use 
of adrenalin in proper dosage usually re- 
lieves immediate symptoms. The discovery 
and elimination of the cause of the aller- 
gic condition may require expert study. 








Overdosage of narcotics such as codein 
and morphine in infants may give rise to 
respiratory difficulty due not only to the 
effect upon the respiratory center but to 
extreme relaxation of the laryngeal mus- 
cles. This relaxation allows the upper 
laryngeal aperture to collapse on inspira- 
tion just as in a case of congenital stridor. 
Treatment lies in counteracting the effect 
of the narcotic by stimulants, etc. 

604 Medical Arts Building. 
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CHRONIC DISCHARGING EARS AS A 
MENACE IN CHILDREN 








THEODORE G. WAILS, M.D. 
OKLAHOMA CITY 





More attention is being paid by the gen- 
eral medical man to the chronic discharg- 
ing ears in children. These ears when not 
acute enough to produuce definite septic 
signs, are still foci of infection and may 
thus explain occasional fevers, gastro-in- 
testinal and respiratory indispositions. 
The continuous discharge of pus or muco- 
pus down the eustachian tube acts as a 
pharyngeal, tracheal or bronchial irri- 
tant, with a resulting cough, bronchial 
spasm and later bronchitis and bronchiec- 
tasis. It has been long known that many 
bronchitis and bronchiectasis cases were 
the result of the upright position of the 
human animal allowing the discharge of 
a chronic sinus infection to drain down- 
ward into, and irritate the bronchial tree. 
It is now also known that this may result 
from a discharge down the eustachian 
tube as well. 


The cough reflex between the external 
auditory canal and the muscles of expira- 
tion by way of the tenth nerve is well 
known, and explains many chronic coughs, 
otherwise unexplainable. I have seen a 
chronic unproductive cough of months dur- 
ation stopped by removal of a hardened 
plug of ceruman from the ear canal. 
Either a reflex cough or an actual bron- 
chitis may be produced by a chronic dis- 
charging ear. 

Many of the diarrheas of infants, re- 
sult from untreated mastoiditis and it is 
now being recognized by the child special- 
ist in routine consideration of these condi- 
tions. 


On account of the frequent dehisence of 
bone in the sutures of the three portions 
of the temporal bone, these infections easi- 
ly gain admittance into the cranium or in- 
to the lateral sinus with resulting menin- 
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gitis, abscess, or general septicemia. At 
operation, these ears more often than not, 
show a rotten abscess lying deep in Traut- 
man’s triangle with the exposed dura of 
the middle fossae above, the lateral sinus 
as the external boundary, the cerebellum 
behind, and the facial nerve in front. 
Many complications may arise from en- 
trance of pus into these structures. The 
occasional discharge of pus through the 
tortuous passage composed of the antrum, 
attic, middle ear and eustachian tube, is 
the only avenue of escape. The occasional 
headache, irritability, and vomiting of 
these children, lightly passed over as be- 
ing gastro-intestinal in origin often are 
due to this extra-dural abscess. When the 
discharge is of long standing, fetid, thin 
and yellow or green, the above pathology 
is practically always present and consti- 
tutes a serious menace to life as well as 
health. This type is practically always 
found in the chronic discharging ear, fol- 
lowing scarlet fever or measles. An ear 
with a mucoid discharge, not many 
months old and not too fetid, will often 
clear up upon removing the tonsils, and 
carefully clearing away the lymphoid and 
adenoid tissue from around the eustachian 
tube, thus allowing good two way drainage 
of the middle ear. If this discharge is of 
long standing, thin in appearance, consid- 
erable odor, and other evidences of bone 
destruction present, it must be considered 
dangerous to life and health and the deep 
mastoid abscess should be eradicated. 
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THE CRYING INFANT 








CARROLL M. POUNDERS, M.D., F.A.C.P. 
OKLAHOMA CITY 





Crying is a peculiar physiological reflex 
that is well developed at birth. It usually 
accompanies the first breaths of the new- 
born and conveys the information that the 
infant is, to a certain extent at least, nor- 
mal and healthy. Fundamentally it is the 
individual’s chief agency of protection. It 
is excited by practically all new sensations 
or experiences, as touching, handling, 
bathing, changing positions, lowering the 
surface temperature, etc. There is a cer- 
tain amount of crying during the earlier 
days of life, regardless of the state of com- 
fort. It is probable that this is benefi- 
cial, accompanied as it is by the deep 
breathing, the general muscular contrac- 
tions and increased metabolism. 


At an age in life when subjective symp- 





toms are comparatively few crying fur- 
nishes the most common and constant evi- 
dence of trouble. It is nature’s means of 
bringing regularly and forcibly to the at- 
tention of the mother or attendant the in- 
formation that something is amiss. It is 
a symptom that is likely to persist and 
command attention until the proper rem- 
edy is found and applied. Before this can 
be done it sometimes becomes a factor 
that is extremely distressing to the parents 
or nurse. Even the doctor is frequently 
baffled and sometimes exhausts his re- 
sources in attempting to locate and correct 
the trouble. I am speaking here of the 
baby that cries for long periods of time, 
sometimes almost continuously day and 
nght. 


The interpretation of the cry is not al- 
ways easy. Yet it can have a serious bear- 
ing on the child’s welfare. A considerable 


. amount of observation and study is often 


necessary in order to arrive at any sort of 
definite conclusion. No attempt is made 
to attach any diagnostic value to particular 
types of crying but close observers may be 
able to tell some difference between the 
cry of hunger, pain or want of attention. 
The commonest causes of persistent cry- 
ing in early life are: 


1. Hunger. 
2. Gastro-intestinal discomfort. 
3. Want of attention. 


4. Pain, illness or discomfort from 
other causes. 


Crying from hunger is not uncommon 
during the first few weeks of life. It is 
more frequent in the breast fed than in 
the bottle fed baby. It may begin during 
the first two or three days but is more apt 
to start sometime during the third week. 
This is when the mother begins to be up 
and about her household duties, subject- 
ing herself to fatigue and worry. The 
baby begins to be cross during the after- 
noons and evenings and fails to sleep as 
it should. It begins to cry more and more 
and is quieted with difficulty. Constipa- 
tion is common and there is seldom any 
vomiting. Things grow worse until it be- 
comes a routine for the child to cry a good 
portion of the afternoons and often far in- 
to the night while distracted parents try 
all the known colic remedies. The morn- 
ings are usually quite peaceful. The mo- 
ther has a sufficient amount of milk dur- 
ing the early part of the day. As the day 
goes on and she becomes tired the emptied 
breasts do not refill so readily and the sup- 
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ply becomes inadequate. The crying is a 
normal reaction to hunger. Complemen- 
tary feeding is the remedy. Under the 
same circumstances many babies not only 
have insufficient quantities of food but the 
milk from a tired nervous mother causes 
a certain amount of gastro-intestinal dis- 
comfort. There is evidence of consider- 
able distress and there may be vomitin 
with loose bowel movements. Complemeri- 
tary feeding (especially with a high pro- 
tein milk) generally relieves both the hun- 
ger and cramping. And there are babies 
that are hypertonic. They do a certain 
amount of vomiting and have gastro- 
intestinal distress on any food. In 
addition to seeing that they get suf- 
ficient nourishment they must be giv- 
en large enough amounts of _ atro- 
pine to relieve the hypertonic mus- 
culature of the gastro-intestinal tract. 
Plain indigestion is seen mostly in bottle 
fed babies who are on unsuitable formulas 
or in breast fed babies where there is an 
abundance of milk and the nursing is too 
frequent. There are frequent loose move- 
ments and a tendency to “spit up.” The 
remedy is regular four hour nursing inter- 
vals for those on the breast and the chang- 
ing to a proper formula for those on the 
bottle. 


Spoiled babies learn to demand attention 
from fond parents and relatives. Left 
alone on the bed they cry vigorously for 
long intervals. When talked to, taken up, 
held in the arms or rocked the crying stops, 
they assume a satisfied expression or even 
begin to laugh and coo. The remedy is 
simple. 


Crying is the most common symptom 
of pain and discomfort from any source. 
Unless a thorough investigation is made 
the exact cause of temperature and pain 
can be rather obscure. It is not uncom- 
mon to see a baby run a temperature for 
several days, sleep very little and cry a 
great deal at the same time presenting lit- 
tle evidence of trouble in the usual physical 
examination. Two conditions should al- 
ways be kept in mind as possible causes— 
acute otitis media and pyelocystitis. Few 
conditions will produce so much discom- 
fort as the former. Routine inspection of 
the ear drums should be the rule in all 
febrile conditions. Infections of the uri- 
nary tract are more common in females. 
The child is generally very fretful and 
changing the position often produces pain. 
The diagnosis and management of this 
condition cannot be entered into here. It 
is hardly worth while to mention such 


commonplace things as open safety pins in 
the clothing, tight cutting bands, prolong- 
ed contact with wet and soiled diapers, etc. 


As has been brought out, crying is a 
very important symptom and is essential- 
ly a protective measure. But it may be- 
come a serious factor in the management 
of the case and must be dealt with, once 
the diagnosis is made. It can greatly in- 
terfere with the child’s progress. Quiet 
and rest are important factors in dealing 
with acute illness at any age. We seek to 
eliminate those things that increase the 
metabolic rate and make demands on the 
patient’s energy. Crying is one of the 
greatest factors here. Vigorous crying 
will increase the metabolic rate 25% to 
50%. Obviously, if the child is to be given 
every advantage this element must be con- 
trolled as far as possible. This is brought 
about by making it as comfortable as pos- 
sible, either in the bed or in the mother’s 
or nurse’s arms. Children are usually hap- 
pier at home among their accustomed sur- 
roundings than in the strange environ- 
ment of a hospital. They should be treated 
at home unless hospitalization offers dis- 
tinct advantages. Relatively few nurses 
have the knack of getting along amiably 
with sick children to whom they are 
strangers. So the mother should be al- 
lowed to take a hand in dealing with her 
child. Of course there are some mothers 
who are so nervous that their presence ac- 
tually upsets the child and makes it worse. 
Individual cases must be dealt with. 

Finally, a sick child should not be al- 
lowed to use up its energy by being rest- 
less, crying and constantly crawling 
around or climbing about the bed if a 
harmless sedative can be given. In nearly 
all cases this is permissable. The type and 
amount of sedative depends on the case. 
Many are sufficiently quieted by bromides. 
Aspirin is effective in many of the upper 
respiratory infections with fever. Small 
doses of Dovers powders give splendid re- 
sults in the respiratory infections, especi- 
ally where there is some earache. Proper 
doses of paregoric generally work when 
other things fail. 


The point I have tried to bring out is 
this: Crying is one of the most valuable 
subjective symptoms in infancy and early 
childhood. Like pain in older persons, 
after it has served its purpose of calling 
attention to the trouble, it should be quiet- 
ed and not allowed to interfere with the 
welfare of the patient. 

1200 North Walker. 
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THYROID AND THE MENOPAUSE 





LEILA E. ANDREWS, M.D. 
OKLAHOMA CITY 





There is doubtless no part of medicine 
that has received more study, and like- 
wise more speculation, than the glands of 
internal secretion. Their intimate rela- 
tionship has long been recognized, yet, 
with the wealth of literature at hand, and 
with the vast amount of research that is 
now going on, we must admit that there 
lies hidden in their physiology, some of 
the most intricate and elusive problems 
of medicine. 


There are three periods of stress in the 
normal life-cycle of woman: 


1. Puberty. 
2. Pregnancy. 
3. The menopause. 


These have to do with the physiology of 
the ovary, yet, each phenomenon does not 
concern the ovary alone, but the other 
glands as well. 


It is the purpose in this paper to dis- 
cuss the menopause, with the changes, par- 
ticularly referable to thyroid and ovarian 
function. 


Wherever there is highly specialized 
function to be performed, nature always 
provides an adequate system of blood sup- 
ply to meet the demands of highly complex 
cells. This rule is exemplified in both thy- 
roid and ovary. Rich in blood supply te 
both stroma and parenchyma, there is in 
each gland a most elaborate capillary net- 
work to the epithelium of the acini and 
Graafian follicles—a sufficient blood sup- 
ply to provide for growth, development and 
secretion throughout the life of the indi- 
vidual. Co-existing with the capillary net- 
work, there is likewise a network of nerve 
supply from the sympathetic, through 
which the glands are all so interdependent. 
Lymphatic spaces richly surround paren- 
chymal epithelium, having an important 
role in the elaboration of both colloid and 
luteum. 


If we desire an understanding of the 
disturbances that give rise to some of the 
troublesome symptoms of the menopause, 
we must go back to the histology of the 
ovary and determine the causative factors 
that had to do with changing the normal 
histology into pathologic structure. 


If the normal gland-equilibrium could be 
maintained, this period of life should be 


passed over, with little notice, except for 
amenorrhea, for nature should be able to 
accomodate itself through the sympathetic 
nervous mechanism, to the lack of re- 
straint which the luteum exerts upon the 
thyroid. 


There are a number of variations of 
thyro-ovarian disturbance, but, due to the 
necessarily short time for discussion, I 
shall briefly consider that type of ovarian 
dysfunction in which we note some of the 
usual symptoms and physical signs of in- 
creased action of the thyroid. 


Aside from the changes that take place 
in blood vessels in all parts of the body, 
with increasing years, what changes go on 
in the ovary to interfere with normal lu- 
tein development, thus producing prema- 
ture changes of the organ before nature 
has accommodated herself to the same ex- 
tent in other glands? 


I believe that infections play the great- 
est role in etiology of sclerosis of blood 
vessels, and I believe that to sclerosis we 
must attribute lack of function. If Graf- 
fian follicles have a lack of blood supply, 
and if the stroma receives less blood 
through thickened vessels, gland activity 
will be less, nerve impulses less, and lack 
of function will soon result. 


Addison, in 1885, recognized the associ- 
ation of tuberculosis with the disease of 
the suprarenal glands that bears his name. 
Tuberculous is a disease of childhood. We 
are told by pathologists and bacteriolo- 
gists, that the capillaries of the body are 
affected, and that once in circulation in 
the blood, the insult from the inflammation 
and resulting toxins formed, is expressed 
as injury to the tiny capillary walls. In- 
jury means epithelial replacement with 
connective tissue. The infectious diseases 
of childhood, through the same manner, 
damage delicate blood vessels, and thus 
cause resultant changes in their walls. Ty- 
phoid fever, influenza, and any infection is 
capable of likewise bringing about these 
reactions and changes. In later life, 
causes of interference with normal phy- 
siology may be found in the inflammatory 
diseases of the uterus, tubes, appendix, 
etc., either directly affecting the ovary, or 
indirectly by interfering with its normal 
blood supply. We can, in this way, ex- 
plain the sclerotic ovary, an organ made 
up of connective tissue, which has arrest- 
ed the normal evolution of the Graafian 
follicle, and prematurely taken out of the 
gland system, the secretion from corpus 
luteum. 
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A careful and painstaking history of 
our patient, particularly the early history 
before puberty, noting particularly the 
diseases that could have bearing on the 
etiology of ovarian disease, would give a 
better insight into the disturbances of this 
decade of life that has been so little un- 
derstood and appreciated heretofore. | 
believe that a better knowledge of preven- 
tive medicine, and its application in child- 
hood, will enable us to indirectly, but more 
successfully relieve this type of gland dis- 
turbance. 


I have selected the following case, be- 
cause in its study several interesting 
points can be brought up for discussion. 

Miss B., age 44, a single woman, school- 
teacher, came in for examination on June 
26, 1930, with the following complaints: 
nervousness, a feeling of trembling all 
over, palpitation of the heart and heart 
consciousness, insomnia, despondency, 
weakness, loss of 20 pounds weight, and 
profuse perspiration, especially on exer- 
tion. The patient was the fourth of 
twelve children. She had the usual dis- 
eases of childhood, and typhoid fever at 
fourteen years. First menstruation period 
at 11; normal throughout, except for the 
last several months, periods gradually 
grew less in amount. In December of last 
year she had a severe attack of influenza, 
after which she never regained her normal 
health. Her nervousness and sleeplessness 
became so marked, that in January she 
gave up work and went to a clinic in a 
distant city for examination. They found, 
what they told her, was a “benign hyper- 
tension’’, and extracted some infected teeth 
and removed her tonsils. When I examin- 
ed her she was nervous and apprehensive. 
Her weight was 135, B.P. 170/90, pulse 
120, temperature 99.6. She had a fine tre- 
mor, reflexes normal. Her thyroid was 
palpable, though not too much enlarged. 
The chest, except for rapid heart, was neg- 


ative. Abdomen was negative. Rectal ex- 
amination showed negative pelvis. Basal 
metabolism next morning, +5. Urine 


negative. Blood, 71% Hg. Total red cells 
4,050,000. Leukocytes 10,450. Polys, 87%, 
Small lymphs 9, Large lymphs 2%, 
mononuclears 2%. Wassermann negative. 

I advised her to go into the hospital 
for further observation and rest, which 
she did the following day. An X-ray of 
her chest revealed old tubercles, with some 
peri-bronchial thickening. The thyroid 
shadow was more dense than normal. 
Studies of her blood chemistry were nega- 


tive. The gall bladder visualized and emp- 
tied promptly. Another basal was run 
with the same result, +-5. With absolute 
rest in bed, with ice cap over cardiac re- 
gion, ice collar to her neck, and luminol at 
bed time, she showed a gradual improve- 
ment, and at the end of a month left the 
hospital with normal temperature, blood 
pressure, 130/80, pulse 76, and a much 
more stable nervous system. 


At the outset I thought I was dealing 
with a case of hyperthyroidism, but later 
decided that, although there were symp- 
toms present, the persistent normal basal 
metabolic rate certainly ruled against hy- 
perthyroidism, and placed this case as an 
early, abrupt beginning of menopause, 
with likelihood of relapse. 
sler Building 
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TOXEMIAS OF PREGNANCY—SY MP- 
TOMS AND TREATMENT* 








U. E. NICKELL, M.D. 
DAVENPORT 


I. 

The symptoms are divided into two main 
groups as follows: The mild form, and 
the severe or grave form. In the mild 
form we have certain symptoms that we 
might say are grouped as follows: Ner- 
vous symptoms, such as headaches, dizzi- 
ness, neuritis, neuralgia. Skin symptoms, 
such as edema, pruritis, pigmentation and 
acne. Digestive symptoms are, nausea, 
vomiting, constipation and colic. Circu- 
latory symptoms are, palpitation, varices, 
syncope, and enlargement of the thyroid. 
Respiratory symptoms are, cough, asthma. 
Urinary symptoms are, albumen, decreas- 
ed output of urea. 


On general examination of these mild 
cases you will find a pasty, muddy skin, 
dry and coated tongue, reddened gums, 
pulse of low tension, and tenderness over 
liver. 

The treatment of these cases is symp- 
tomatic, and directed toward elimination, 
with a restriction of all nitrogenous foods 
plus hygienic living, with the hope of pre- 
venting graver toxicosis, so we must al- 
ways be searching, trying to find the cause 
so as to remove it. 

In general, every mild case of vomiting 
in pregnancy should be cured just as 
quickly as possible and prevent the condi- 


*Read before the Lincoln County Medical Society 
at Chandler, February 4, 1931 
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tion going on to an aggravated stage, at- 
tention to the bowels and kidneys, a plain, 
easily digested diet, and a gastric sedative, 
i. e., cerium oxylate, scale pepsin, cocaine 
t. i. d. after meals, and suggestive therapy 
will usually suffice to make these mild 
cases comfortable. A plan that is often 
successful, and one that I use in these mild 
cases, is as follows: A gastric sedative 20 
minutes before getting up of mornings, 
then get up and take a cup of coffee, toast 
and egg, retire and rest two hours before 
arising for the day. She should eat small 
meals, often repeated, consisting mainly of 
carbohydrates, cereals, bread, fresh vege- 
tables and fruits. Coitus is to be forbid- 
den; insist on the wife having a separate 
room. The knee chest position, say for 10 
to 15 minutes every 6 hours, is helpful by 
allowing the air to enter the vagina. Ad- 
renalin m. xx. under the tongue is also 
helpful. Corpus luteum intra-muscularly 
or intravenously is worth a trial. 

The Graver or Severe forms of Toxe- 
mias in pregnancy are classified as fol- 
lows, or with the following outstanding 
symptoms; hyperemesis gravidorum, he- 
patic toxemia, and eclampsia. 


Nausea and vomiting occur in fully one- 
half of all pregnant women, and is consi- 
dered by many to be a normal condition 
and is treated as such; it may be so mark- 
ed as to become pernicious, leading to 
abortion and death. 


The symptoms of this most dreaded 
malady of pregnancy, which is sometimes 
termed obstinate or uncontrollable vomit- 
ing is many and varied. It usually be- 
gins in the second month, rarely later, and 
lasts from six week to 3 months. It has 
been known to prove fatal in two weeks. 
At the onset of this condition a good many 
of these patients will not complain of this 
nausea and vomiting, for the reason it is 
so frequent in pregnancies, but when the 
intolerance of the stomach for all foods 
and liquids become so pronounced and the 
patient completely loses her appetite, one 
is forced to recognize such a condition as 
serious. 


II, 


This vomitus is first composed of undi- 
gested foods, mucous and bile—later just 
mucous and bile. The urine is_ scanty, 
highly colored and contains traces of al- 
bumen, some casts and occasionally some 
blood. 


Now the patient is entering the second 
stage, or we might say getting worse; the 





symptoms are all aggravated and every- 
thing is rejected by the stomach; the pa- 
tient is extremely weaker, and more ner- 
vous, loss of weight is more marked, in 
some cases as much as a pound a day has 
been noted. 


On examining these patients we find a 
pale, waxy, sometimes icteric skin, the 
pulse is rapid, 100 to 160 and weak, the B. 
P. is variable, the tongue and gums are 
reddened, the tongue dry in the center, 
sometimes cracked and bleeding, the lips 
are dry and parched from the irritating 
vomitus, the breath is fetid, the fever of 
a low grade but continuous. Sometimes 
there is a case that will run a subnormal 
temperature. 


The third stage is ushered in with 
headache, mental delirium, stupor, and 
coma. The vomiting will cease and you 
will have good hopes, but false, for the 
pulse increases in rapidity, the general 
prostration grows worse, and the patient 
dies under a clinical picture of acute starv- 
ation. 

The length of these stages will vary— 
the first stage is long, the second is longer 
and the third or last is usually short. The 
patient gradually grows worse and the 
prognosis is grave. This is why these 
cases should never be allowed to go on to 
the third stage, for when they do, thera- 
peutic abortion will not stay it, but hasten 
death. Another very noticable thing 
about these local and general disturbances 
is, the fetus is usually alive, and if de- 
livered at full term, is large and fat. If 
the vomiting is toxic the fetus always suf- 
fers, and abortion is more likely to occur. 


The cause of these conditions has been 
attributed to numerous things, as toxemias 
of the maternal blood, abnormal functions 
of the thyroid, the adrenals, the corpus 
luteum, the mamae, all have been suggest- 
ed as the cause of disturbed metabolism, 
resulting in the formation of toxins. Some 
think it is possible for the trouble to arise 
from the intestinal canal, others from a 
focal infection, so the nature of these tox- 
ins are unknown, and the direct cause of 
the vomiting is unknown. 

The prognosis in these cases are as fol- 
lows: Good in the first, fair in the second 
and bad in the third stages. 


Ill. 


Just as soon as a given case shows it- 
self to be obstinate and threatening, the 
patient should be put to bed, isolated and 
in charge of a competent nurse, the hori- 
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zontal position insisted on. The room 
should be darkened to prevent ocular dis- 
turbances, food withheld and the patient 
quickly gotten under the influence of se- 
datives, say, bromides per rectum in milk 
every four hours. Nourishment is resum- 
ed after twenty-four hours starvation and 
then by rectum, one pint of 3% glucose is 
given with each alternate bromide enema, 
and when food is resumed by mouth it 
should be dry. Water is to be withheld 
for one-half hour after eating. While do- 
ing this we should use every precaution to 
reduce any existing acidosis; to do this 
perhaps the best remedy that we have in 
the way of drugs is insulin. 


We must not forget that suggestions 
form a large part in the treatment of these 
cases of pernicious vomiting, we must de- 
termine if the patient is suffering from a 
neurosis, and by kindly council we are 
sometimes able to allay a hidden dread of 


labor. 


Medicinal treatment for these cases is 
disappointing, as it seems to fall short of 
our desires. There is a host of remedies 
to pick from, and no specifics.- All the 
remedies for vomiting may be tried, bis- 
muth, pepsin and ingluvin, carbolic acid, 
cocaine and cerium oxylate are all useful 
and are deserving of a trial. Gastric lav- 
age is beneficial, especially if the stomach 
is irritable from a toxic nature. 


We have also got to supply the tissues 
with liquids that have been taken from 
them by the excess vomiting. Glucose and 
Locke’s solution come nearest meeting this 
requirement. The glucose can be given 
intravenously, as much as 500 c.c. of a 
6 to 10% solution can be given daily. The 
saline solutions are best given under the 
breast or the axillary skin and _ several 
liters can be given at a time by the drip 
method, and by doing this it is possible to 
carry these patients along until they over 
come their toxic or neurotic condition. 


IV. 


The gynecological treatment of these 
patients is very beneficial in some cases. 
The examination should be carefully made 
with the aid of the vaginal speculum, and 
by so doing you may find erosions of the 
cervix that can be taken care of with a 
10% solution of nitrate silver applied 
locally, or you may find that a_ retro- 
verted or ante-verted uterus can be re- 
placed and given relief. And last, I think 
it is worth trying to dilate the cervix be- 
fore resorting to abortion. 


| 


If after trying all these forms of treat- 
ment, the patient continues to grow 
worse, then we have to resort to the ob- 
stetrical treatment, which is of course 
the emptying of the uterus, for abortion 
will cure all of these cases of hypereme- 
sis if done early enough, also all reflex 
and neurotic cases if the patient is not 
too near dead from starvation. 


Now the toxic vomiting, being an  ex- 
pression of a systemic alteration of the 
metabolism, does not respond so readily, 
for the liver has already been damaged 
more or less from the poison in the blood, 
and for this reason it is best to empty 
the uterus just as soon as you are confi- 
dent you are dealing with a toxic condi- 
tion, but on the other hand we must al- 
ways keep in mind that a positive diag- 
nosis of toxemic vomiting is more or less 
doubtful, and that a good many sup- 
posedly toxic cases recover under the 
usual or ordinary treatment. This being 
true, it is a very delicate point to deter- 
mine just when to empty a uterus, and I 
think I am right when I say that the gen- 
eral appearance and physical condition 
of the patient should always be the de- 
ciding factor, or you might say the guid- 
ing symptoms for us to go by. But con- 
sultation must always be had, first to 
verify the diagnosis and necessity of per- 
forming the abortion; second, to protect 
the attendant from the imputation of 
criminal operation, and third, to share 
the responsibility. You should avoid all 
appearance of secrecy in these operations. 
The early cases are best taken care of by 
dilating and curetting all at the same 
time; later cases are probably best taken 
care of by dilating and packing the uterus 
with gauze, waiting 24 hours and com- 
pleting the operation; others advocate 
dilating and emptying at the same time. 
I think either procedure all right. 


This takes us up to the consideration 
of eclampsia, for all we have said here- 
tofore, if not relieved, will lead up to 
convulsions, especially if of a toxic na- 
ture, and when the pregnant woman has 
a convulsion, the case at once assumes 
a most serious aspect, for this first spasm 
always does damage more or less to all 
the vital organs, and one spasm is likely 
to lead to another. The mortality in 
eclampsia is reported from 10 to 45 per 
cent for the mother, and 30 to 65 per 
cent for the child, so each case demands 
immediate attention, consultation and the 
best of care. 


At present I believe there are only two 
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lines of treatment to be considered in 
these eclampsias. One is the conserva- 
tive, the other the radical, The conserva- 
tive treatment is mostly symptomatic, as 
some good men think that eclampsia is a 
self limited disease, and that if the con- 
vulsion can be relieved for awhile that the 
patient will acquire an immunity, so to 
speak, and will continue her pregnancy 
and be carried through to spontaneous 
labor with less damage and danger than 
with rapid artifical delivery. 

Here is, I believe just about the outline 
of the symptomatic or conservative line of 
treatment: (1) Venesection 500 to 1000 
cc. from the arm. Some men replace this 
with sodium bicarbonate solution or glu- 
cose solution; the blood letting lowers the 
arterial tension, removes a small amount 
of toxic material, and lessens the acidity 
of the blood, also reduces viscosity, and 
at the same time favors diuresis and dia- 
phoresis, which will all have a tendency to 
relieve angio-spasms. (2) After vene- 
section, give 44 gr. morphine hypodermi- 
cally, one hour later 20 gr. chloral hy- 
drate per rectum. Two hours later 
morphine 4 gr. hypodermically. Four 
hours later 30 gr. chloral per rectum, six 
hours later 15 gr. chloral. The chloral is 
best given in 34 ounces warm water and 
given slowly. A little chloroform can be 
given to hasten the relief of the spasm, 
but as a rule the patient quiets down, the 
convulsion will cease, or at least come fur- 
ther apart, and the patient go on to full 
term. But when the labor finally comes 
on the convulsions are likely to return. 
Just as soon as labor is so far advanced 
that it can be terminated with safety to 
the mother, i. e., the cervix fully dilated, 
the delivery should be effected in a man- 
ner befitting the condition present. If 
the head is engaged, deliver with forceps, 
if not, do a version. 


The men who advocate radical delivery 
base their arguments on statistical, theo- 
retical, and practical grounds. They say 
that eclampsia is the result of abnormal 
processes going on in the ovum, and by 
the removal of the fetus and placenta, the 
source of the toxemia is eliminated, and 
it is generally accepted that the convul- 
sions cease or become less severe after the 
uterus is emptied. 


The method of effecting delivery de- 
pends on, first, the period of the preg- 
nancy; second, the environment of the 
patient; third, the state of the cervix; 
fourth, the complications, such as placenta 


previa, contracted pelvis, ete. Be- 
fore the seventh month all babies die, 
therefore it is only necessary to procure 
enough dilatation of the cervix to perform 
craniotomy and deliver. After viability 
one should try and save the baby, if the 
cervix is dilated, the head engaged, deli- 
very is accomplished at once with the for- 
ceps, but if the head is above the brim, 
do a version and extract. 





RECONSTRUCTION OF THE BURNED 
HAND* 
CURT VON WEDEL, M.D. 
OKLAHOMA CITY { 





In the short time that has been allotted, 
it will be possible to discuss only the more 
important factors of reconstruction of the 
hand. First we divide the burned hand 
into three groups: 


1. Burns on the palm with con- 
tractures. 


2. Burns of the dorsum with con- 
tractures not involving the 
joints. 


3. Burns involving the joints and 
tendons. 


The hand, next to the brain, is the most 
essential part of the body for earning a 
livelihood for the average man. There 
are four outstanding functions: 


1. Finger and thumb approxima- 
tion, which is most important. 


2. Flexion of the hand in the palm. 
Abduction and adduction. 


. Flexion and extension of the 
wrist. 

In the reconstruction of the hand from 
burns, we are concerned mostly with fin- 
ger and thumb approximation, and flexion 
and extension of the fingers. 


BURNS OF THE PALM 


These are commen in children; in adults 
rather rare, and occur only in cases either 
due to electricity or where the hand has 
been both bruised and burned, such as one 
sees from a laundry mangle or when a 
hand is forced against some very hot ob- 
ject. This is because of the splendid ana- 
tomical protection and because of the se- 
cretory glands which moisten the palm. 
In the ordinary flesh burn from gasoline 
or steam, or explosion of gas, the palm is 
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*Given before the Oklahoma County Clinical Soc- 
iety. Oklahoma City, May 19390. 
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seldom involved. It is usually the dorsum 
of the wrist. When the palm is involved, 
because of the protection of the palmar 
fascia, the tendons and tendon sheaths are 
not often involved, unless it be of such a 
destructive type of burn the hand is prac- 
tically destroyed. Consequently the con- 
tractures resulting from burns of the palm 
of the hand usually do not involve the ten- 
dons or tendon sheaths. This makes our 
problem considerably more simple. 

Practically all the burns of the palm in 
children are treated with wide excision and 
full thickness grafts. Viz: The free 
transplanted full thickness graft; that is, 
the Wolf-Krouse type of graft. In chil- 
dren, particularly if the fingers are sewed 
down, our results are quite splendid. In 
adults it is likewise a very satisfactory 
type of repair. It offers quite an excellent 
functional end, because there is usually 
enough fat left even though one must re- 
move the palmar fascia in the contrac- 
tures, which often is necessary to al- 
low for a mobile graft. 


When the burns are deep, involving the 
tendon sheath such as in electrical burns, 
a pedicle graft containing fat must be 
used. When we use a pedicle graft for 
the palm of the hand, we usually take it 
from the abdomen, cutting the graft ra- 
ther thin, because one is apt to get the 
graft too thick and get a pouchy patch in 
the palm of the hand, unless another op- 
eration is done to thin the graft. These 
grafts give splendid functional results. 


BURNS ON THE BACK OF THE HAND WITH- 
OUT INVOLVMENT OF THE JOINTS 


It if well to X-ray these hands and study 
the joints, and well to give these cases a 
whiff of gas and manipulate and thor- 
oughly study the hand so as to know ap- 
proximately how much involvement there 
is of the joints. Assuming that we have 
no extensive involvement of the joints, we 
treat these cases by two methods; full 
thickness, and pocket grafts. Inasmuch 
as closure of the hand necessitates a very 
loose skin on the back of the hand, one 
must either use a pedicle graft with some 
fat on it to allow for slipping, or if one 
uses a full thickness graft, we must later 
split the full thickness graft and insert 
separate grafts over the knuckles. I have 
found this more satisfactory than attempt- 
ing to get the graft to take with the hand 
in full flexion as it is almost impossible 


to hold it absolutely fixed in this way with 
the pressure that is necessary, because in 
spite of splint pressure, one moves the fin- 
gers a little bit, which of course prevents 
our grafts from taking. We have there- 
fore applied full thickness grafts over the 
whole dorsum of the hand in extension. 
About two months later, have incised the 
full thickness grafts over the knuckles, 
bent the knuckles down in full flexion, and 
inserted small grafts in the defect by turn- 
ing the edges over about one-half larger. 
In this way we are able to put in a graft 
114 times the usual size necessary, thus 
giving more free motion. 


If circumstances warrant it, and we 
can get the co-operation of our patient a 
pocket graft offers one of the nicest 
ways for correcting this condition. A 
pocket graft in the upper inside of the 
thigh is a very excellent manner of doing 
this. The skin is thin over this area, con- 
taining just about enough areolar tissue 
and fat, and is a very comfortable place 
to bury a hand. Little slits are made and 
the hand pocketed, and allowed to remain. 
At the end of two weeks under local ane- 
sthetic, the skin is cut away. Before we 
insert the hand in the pocket, a Tiersch 
graft is placed over the raw area, for two 
reasons: 


1. Prevents infection. 


2. We can usually get a pretty good 
take, and thus avoid a second 
operation. 


When one hand only is burned, this of- 
fers a very nice result. When two hands 
are burned as they often are, patients 
complain bitterly about the procedure and 
do not want both hands pocketed at the 
same time. Consequently we often use a 
pocket on one side and a full thickness on 
the other. 


We regret to say time does not allow 
us to go into detail as to reconstruction of 
hands involving loss of tendon, tendon 
sheaths and joints. These procedures 
each require a long time and_ separate 
technique. One must consider the eco- 
nomic status of the patient as well as the 
extent of the finger or hand _ involved. 
When tendons are destroyed, it adds 
greatly to our troubles, necessitating im- 
plantations from the tendons Df the toes 
for tendon repair, and fascialata at the 
end of the joints for joint repair. 
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| EDITORIAL 


THE CARE OF THE COMMONER 
RECTAL CONDITIONS 











Unless it is genito urinary affections, 
perhaps there is nothing in medicine pro- 
viding such a prolific field for the charla- 
tan and incompetent as rectal conditions. 
No affections known to mankind are so 
treated and mistreated as these conditions. 


The first indictment which may be often 
brought against the medical profession is 
the entire dack of or inadequate prelimin- 
ary examination of these cases. Before any 
treatment is instituted a proper examina- 
tion should clearly determine the case. 


Some conditions—the great majority of 
them—are amenable to the simplest treat- 
ment. In fact the proper treatment may 
be said to be practically routine, but it is 
the occasional and exceptional cases that 
tests the physician’s value to his patient. 
The severest of all conditions is cancer and 
it is universally overlooked in the pre- 
sancerous stage, and commonly after the 
establishment of a very grave condition. 

Hemorrhoids, anal fissure, fistula in 
ano, and last but certainly not least to the 
patient is pruritus ani, often fairly easy 
of relief occasionally most difficult of re- 
lief, if reliecable at all. 

After determining the condition, as a 
rule the treatment is merely routine. 
Hemorrhoids are more successfully treat- 
ed by the various forms of operation. It is 
questionable if the injection treatment is 
worth while, if one considers the number 
of failures, sometimes the severe compli- 
cations, all of which call for future opera- 
tion. Injection may relieve for a time but 
usually such procedure is only palliative. 
Phenol is positively dangerous in such con- 
ditions and it is said death has resulted 
from its use. One of the severest reactions 
the writer ever saw was three weeks after 
treatment by electro coagulation. 

Fistula in ano. The thorough eradication 
of every tract is positively demanded if a 
cure is to be expected. Injection of these 
tracts are useless. These conditions usually 
grow worse, that is, more sinusus form 
with time. Often the proper treatment of 
fistulae calls for an operation of two, three 
or more stages but these are unusual. The 
writer has had no success with attempting 
to close the field after excision. More than 
one division of the sphincter is never made 
at once. These cases are operated in two 
stages. 

Puritus ani. This is an irritating, ag- 
gravating and difficult condition to 
handle. Neither vaccines, heliotherapy, 
light, X-ray therapy or Christian Science 
ever stops the itching. Aside from local 
application containing various anesthetics, 
phenol especially, perhaps what is called 
the circle of undermining operation is pro- 
ductive of the most relief in the most 
“ases. 

But as above noted do not forget a 
thorough initial examination. 
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POST-GRADUATE WORK 


Post-graduate work for Oklahoma phy- 
sicians through the cooperation of the Ex- 








ee ee ee 4 el al oe 


on at Mm Ste oe 6 











JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 167 








tension Department of the University of 
Oklahoma and the State Medical Associa- 
tion was made available at several points 
in the State in April. The attendance was 
as follows: McAlester, 75; Lawton, 25; 
Oklahoma City, 405; Enid, 63; Tulsa, 147, 
or a total of 715 attendance. The clinics 
were presented by Drs. William H. Olm- 
stead, St. Louis; J. H. Musser, New Or- 
leans; Porter P. Vinson, Rochester; 
Charles A. Elliott, Chicago. 


It is proposed to continue these clinics 
annually hereafter, in order to give the 
rank and file of the profession opportun- 
ity to have a Field Day in various brances 
of medicine and surgery without putting 
them to the expense of leaving their work 
and making long trips from home. 
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Editorial Notes —Personal and General 











DR. LEALON LAMB, Clinton, who has been 
ill for some time is reported improving. 





HUGHES COUNTY MEDICAL SOCIETY met 
April 10th, at Holdenville for their regular meet- 
ing. Dr. R. D. Morris, Allen, read a paper on 
“Pneumonia” and Dr. A. M. Butts, Holdenville, 
opened a general discussion on the subject. 





OKMULGEE COUNTY MEDICAL SOCIETY 
met at Okemah, April 20th. After a good dinner 
they heard Dr. C. R. Rountree, Oklahoma City, on 
“Treatment and Management of Fractures of the 
Elbow, Wrist and Ankle Joint;” and Dr. Wendell 
Long, Oklahoma City, on “Uterine Bleeding.” 





PITTSBURG COUNTY MEDICAL SOCIETY 
meeting on April 17th, officially advised that the 
Post-Graduate Course offered by the University 
Extension Department held at McAlester, April 
7th, was a great success, thoroughly appreciated 
and enjoyed by all those attending. About 80 
physicians attended the course and Pittsburg So- 
ciety petitions that it be repeated at some future 
date. 





GARFIELD COUNTY MEDICAL SOCIETY 
resented their annual Guest Day April 9th, at 
nid. Dr. Wm. E. Olmstead of St. Louis, Mo., 
opened the program with a lecture on “Diseases 
Where Dietetic Treatment is Essential.” His talk 
was followed by a food demonstration. Dr. Por- 
ter P. Vinson, Rochester, discussed “Diagnosis 
and Treatment of Cardiospasm.” Dr. John H. 
Musser, New Orleans, spoke on “The Acute In- 
fections.” Dr. Charles A. Elliott, professor of 
Medicine at Northwest University School of 
Medicine, spoke on “Blood Pressure.” The speak- 
ers were secured through the services of the Uni- 
versity Extension Department. 





THE ANNUAL post-graduate summer clinics 
conducted by Cook County Hospital, Chicago, 
under the auspices of the Chicago Medical So- 
ciety will be held June 22 to July 3. Doctor N. S. 


Davis III, Secretary of the Society, reports that 
the clinics will be organized to give the practic- 
ing physicians in attendance practical instruction 
in the line of medicine and surgery. In fact, the 
two weeks will cover an intensive post-graduate 
study of the latest modern medical develop- 
ment. Cook County Hospital probably offers a 
better opportunity for such study than any other 
hospital in the country. 


Medical men from all sections of the United 
States and Canada are expected to attend these 
clinics which will be held from eight A. M. to 
five P. M., each day and the lectures that will be 
given three nights each week at eight o’clock. 
Physicians desiring further information about 
this post-graduate course should write the Secre- 
tary of the Chicago Medical Society, 185 North 
Wabash Avenue, Chicago. 


> 
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BEWARE THIS SOLICITOR 








On February 23, this year, a solicitor victimized 
a number of physicians in St. Joseph. His plan 
was to solicit subscriptions to Harpers and other 
magazines and to offer sets of books as premiums. 
The subscription blank called for the payment of 
$9.70 in ninety days. He was supplied with 
blanks, samples of binding and everything to in- 
dicate that he was a bona fide magazine sales- 
man. 


Ater he had secured the signature on the sub- 
scription blank, he explained in an indifferent 
manner that if the subscriber cared to pay cash, 
or by check, there was a discount of $1.00, and 
the check could be made payable to “Harpers 
Brothers Publishing Co.,” the name printed on 
the subscription blank. The doctors “fell for it,” 
and the next day he cashed the checks at a local 
bank and departed. He used the name T. T. Mc- 
Lean while here but has also used the name Leroy 
Dale. 

Correspondence with the National Publishers 
Association, 15 West 37th St., New York, indicates 
that this person has been defrauding physicians 
in the Middle West for several months. 


“> 


OKLAHOMA CITY FALL CLINICAL 
CONFERENCE 








The Oklahoma City Clinical Society announces 
that the annual Fall conference will be held No- 
vember 2, 3, 4, 5, 1931. 

An imposing array of distinguished guests are 
on the program and the officers and members of 
the society are putting forth every effort to make 
this meeting the most instructive and interesting 
of any to be held in the Southwest. 

Among the leaders of the medical profession 
who have definitely accepted invitations to ad- 
dress the conference are: 

Hugh Cabot—Mayo Clinic—Rochester, Minne- 
sota. 

Arthur Steindler—Professor of Orthopedics, 
State Univ. of Ilowa—lIowa City. 

Lawrason Brown—Med. Director, Trudeau Sani- 
tarium—Saranac Lake, New York. 

J. B. Herrick—Emeritus Prof. of Medicine, 
Rush Medical School, Univ. of Chicago,—Chicago, 
Illinois. 


Thomas McCrae—Prof. of Medicine—Jefferson 
Medical College—Philadelphia, Pa. 








168 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





Franklin P. Gengenbach—Assoc. Prof. of Ped- 
iatrics, University of Colorado School of Medi- 
cine—Denver, Colorado. 


Howard Fox—Prof. of Dermatology, University 
and Bellevue Hospital Medical College—New 
York City. 


Walter E. Dandy—Assoc. Prof. Clinical Sur- 
gery—Johns Hopkins University—Baltimore, Md. 


Harry S. Crossen—Prof. of Clinical Gynecology. 
Washington University School of Medicine—St. 
Louis, Mo. 


Richard A. Kern—Philadelphia, Pa. 


Many others have been invited and will doubt- 
less be listed on the final program. 


Headquarters this year will be at the Oklahoma 
Club where there is ample room for all the gen- 
eral and special sessions, commercial and scienti- 
fic exhibits, round table luncheons, etc. The so- 
ciety has the cooperation of the Oklahoma City 
Chamber of Commerce and is sending out 12,000 
invitations to the doctors of Oklahoma and bor- 
dering states. The attention of the medical pro- 
fession of the entire Southwest will be focused on 
Oklahoma City this Fall, and the society is to be 
commended for its activity in furthering Okla- 
homa medicine. 





o 
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STUDIES ON DIGITALIS IN AMBULATORY 
CARDIAC PATIENTS 





Harry Gold and Arthur C. DeGraff, New York 
(Journal A. M. A., April 27, 1929), in making 
studies on digitalis in ambulatory cardiac patients 
found that regarding the use of digitalis it is es- 
sential to bear in mind the practical distinction 
between (1) types of failing circulation in which 
the use of the drug results in striking improve- 
ment, and (2) types of failing circulation in which 
the use of digitalis is indicated on the basis of 
certain experimental data and theoretical con- 
siderations, but in which clinical study thus far 
gives evidence of little, if any, beneficial effect. 
It is pointed out that numerous errors in the in- 
terpretation of clinical observations have arisen 
from failure to consider this distinction. There 
is no essential difference between the behavior of 
digitalis in children and in adults. The drug is less 
often seen to produce striking improvement in 
children than in adults because the type of heart 
failure that is relieved most effectively by digita- 
lis (congestive heart failure without active in- 
fection of the heart) is relatively common in heart 
disease among adults but relatively rare in that 
among children. In those cases in which less 
definite therapeutic effects are obtained, insuffi- 
cient or excessive digitalization is more apt to 
occur because of the absence of a satisfactory 
= to the intensity of digitalis action. Digita- 
is cumulation, as occurring in the course of the 
daily administration of a suitable fixed dose of 
the drug, can be shown to be a self-limiting 
process. The intensity of digitalis action present 
at the time when further cumulation ceases to 
occur depends on the size of the daily dose. Ex- 
periments cited show that, contrary to the view 
commonly held, a patient does not dissinats a fix- 


ed quantity of digitalis daily, but a quantity that 
varies with the amount present in the body. It 
is shown that the full therapeutic effects of 
digitalis may be induced in many cases by the 
daily repetition of such doses of the drug as the 
patient may eliminate daily after having been 
fully digitalized. 





EFFECT OF LIVER ON BLOOD SUGAR 
LEVEL 





A study made by Harry Blotner and William 
P. Murphy, Boston (Journal A. M. A., April 20, 
1929), of the effect of liver feeding on the blood 
sugar indicates that whereas previously liver has 
been regarded as an unsuitable article of food 
for diabetic patients because of its glycogen con- 
tent, it is now known to have a beneficial effect 
on the blood sugar of these patients. The liver 
fractions that are effective in the treatment of 
pernicious anemia have no effect on the blood 
sugar, whereas certain liver fractions that are in- 
effective in the treatment of pernicious anemia 
have an effect on the blood sugar like that of 
liver. Four patients with diabetes taking liver 
daily or from three to five times a week have 
been observed with repeated blood sugar determi- 
nations for approximately one year, while in two 
who were followed for twenty and thirty days it 
was found that the blood sugar has remained at a 
constantly lower level than previous to liver 
therapy. These observations suggest that liver 
cotains a blood sugar reducing substance active 
when taken by mouth, nontoxic, and with an effect 
on the blood sugar concentration similar to that 
obtained with insulin. It is difficult to estimate 
the quantity of liver that will replace a known 
amount of insulin, but the authors feel that 180 
gm. of liver will have an effect on the blood sugar 
of diabetic patients equal to that of from 10 to 
15 units of insulin. 


NEW LIGHT ON RICKETS 








In the Journal of the American Medical As- 
sociation, April 4th, 1931, page 100, appears an 
imposing list of scientific papers on vitamin D 
the basis for which is Mead’s Viosterol in Oil, 
250 D. 

It is highly significant that almost all of the 
authorities in this field have accepted the Mead 
brand as the standard. This is due to the medical 
profession’s unique respect for Mead Johnson & 
Company and the fact that this particular brand 
of viosterol enjoys the longest continuous labora- 
tory and clinical experience in America—dating 
back to 1927. 

On page 12 of the J. A. M. A., for April 11th, 
1931, under the title “Viosterol is not a substitute 
for cod liver oil except in rickets,” is a very in- 
teresting statement of the comparative values of 
viosterol, cod liver oil and 10 D cod liver oil which 
clarifies the respective advantages of each of 
these antiricketic agents. 


HEALTHY CARRIER IN SCARLET FEVER. 








Fourteen cases of scarlet fever have been 
traced by Ruth Tunnicliff and T. T. Crooks, Chi- 
cago (Journal A. M. A., May 4, 1929) to three 
healthy carriers of scarlet fever streptococci. 
They used the opsonic test for the identification 
of scarlatinal streptococci which is simple and 
concise and can be carried out in any public health 
laboratory almost as quickly and accurately as 
can the cultural diagnosis of diphtheria. Im- 
munologic methods for the detection of carriers 
of scarlet fever streptococci may now enable us 
to check scarlet fever outbreaks just as we do 
diphtheria epidemics. Tunnicliff and Crooks con- 
clude that as more experience is gained it is hoped 
methods may soon be introduced not only for de- 
termining the quarantine periods for convalescent 
carriers but also for the isolation of healthy 
carriers of scarlet fever organisms. 
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PROGRAM 


THIRTY-NINTH ANNUAL SESSION, OKLAHOMA STATE 
MEDICAL ASSOCIATION, OKLAHOMA CITY, 
MAY 11, 12, 13, 1931 


Meeting Places—Shrine Temple, Okla- 
homa City, Telephone 2-0036. 


Hotel Headquarters — Skirvin Hotel, 
Telephone 2-125}. 
Registration — All physicians, except 


those from outside the State and visiting 
guests, must hold membership certificates 
for 1931 before they may register. It is 
urgently requested that all physicians at- 
tend to this matter by arranging their 
membership status with their County Sec- 
retary, if it is in doubt, before attempting 
to register. 


Women will register Mezzanine floor 


Skirvin Hotel. 

Delegates—Prior to the meeting the 
President will appoint a Credentials Com- 
mittee. This Committee will function for 
the purpose of registering Delegates at the 
Shrine Temple, early on the evening of 
Monday, May 11th. It will save a great 
deal of time for the Council as well as aid 
the quick organization of the House of 
Delegates if each Delegate will present his 
credentials as soon as possible to the Cre- 
dentials Committee. 


Papers—Are the sole property of the 
Association and should not be taken from 
the meeting place but should be deposited 
either with the State Secretary or with 
the Secretary of the Section in which they 
are read. These papers should be prepared 
in triplicate, a copy for the author’s use; 
a copy to be sent prior to the meeting to 
the one designated to open discussion of 
the paper; the third copy for use in the 
Journal. Before final publication the au- 
thor will be sent proof for his correction 
as well as quotations on the price of re- 
prints, which are furnished by the printer 
of our Journal, at about actual cost. Re- 
prints should be requested in advance, 
otherwise the type may be destroyed, after 
which they can only be had by resetting 
the article entirely. Papers should be 
double spaced, with wide margins, and 
should contain: 


1. The title. 


2. Name of author, address and street 
number. 





3. The section in which read and time 
presented. 


House of Delegates—Will meet at 7:30 
P. M., Monday, May 11, in Harding Hall, 
Shrine Temple, for the transaction of such 
business as is necessary. 


The House of Delegates must also meet 
at 8.00 A. M., Tuesday, May 12th, in the 
small banquet room, of the Shrine Temple. 
This meeting for election of officers. 


Council—Will meet at the Skirvin Hotel, 
Monday, May 11th, 3:00 P. M., and there- 
after upon call of the President. It is the 
function of the Council to originate and 
consider all business affairs of the As- 
sociation. All matters involving finances 
and expenditures of funds must be pre- 
sented to and considered by that body. 


¢) 


SECTION AND MEETING PLACES 
SHRINE TEMPLE 

Exhibits—All exhibits, both commercial 
and scientific, as well as registration will 
be held in the large banquet room on the 
ground floor. Registration may be made 
at this place beginning with the morning 
of Monday, May 11th. 

General Medicine—Will meet on 
ground floor, small banquet room. 

Eye, Ear, Nose and Throat—Will meet 
in the Band Room, ground floor. 


Surgery—Will meet in Harding Hall. 





the 





Committees—The following Committees 
have been appointed to function on behalf 
of Oklahoma County. Prospective atten- 
ants should communicate with these com- 
mitteemen with reference to the particular 
feature which they may be directing: 

General Chairman—Dr. Cyril E. Cly- 
mer. 

Vice-Chairman—Dr. Henry H. Turner. 

Program—Dr. A. W. White, Chairman ; 
Dr. Ray Balyeat. 

Finance—Dr. E. S. Lain, Chairman; Dr. 
L. J. Starry. 


Badges—Dr. Phil McNeil. 
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Entertainment—Dr. J. M Alford, Chair- 
man; Dr. Rex Bolend; Dr. Dick Lowrey. 

Golf—Dr. Wendell Long. 

Reserve Officers—Dr. John A. Roddy, 
Chairman; Dr. Lea A. Reily. 

Fraternal Dinners—Dr. E. P. Allen; Dr. 
John Heatley. 

Women’s Entertainment—Ladies’ Aux- 
iliary, Mrs. C. M. Pounders, President. 

Hotels—Dr. John Z. Mraz. 

Exhibits—Dr. Earl D. McBride. 

Scientific Exhibits—Dr. Curt von We- 
del. 

Fraternal dinners will be held Tuesday, 
May 12, 6:00 P. M. 

General Meeting will be held Tuesday, 
May 12, 8:00 P. M., Harding Hall, Shrine 
Temple. 

Eye, Ear, Nose and Throat Section will 
hold clinics in the various hospitals on the 
morning of May 12th. 
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JOINT SCIENTIFIC SECTIONS 








The mornings of May 12th and 13th, 
beginning at 8:30 o’clock, will be held in 
Harding Hall as follows: 


TUESDAY, MAY 12TH 


8:30 Fracture Clinic—Chairman, WADE 
H. SISLER, M.D., Tulsa. 
Mal and Ununited Fractures—W. 
P. FITE, M.D., Muskogee. 
Fractures of the Upper Extremity 
—S. R. CUNNINGHAM, M.D., Okla- 
homa City. 
Fractures of the Skull—HORACE 
REED, M.D., Oklahoma City. 


Moving Pictures. 
Address—The Normal and Diseas- 
ed Heart, J. H. MUSSER, M.D., New 
Orleans. 

11:15 Address—Malignant 


the Gastrointestinal Tract, 
LEWIS, M.D., St. Louis. 


WEDNESDAY, MAY 13TH 


8:30 Fracture Clinic—Chairman, WADE 
H. SISLER, M.D., Tulsa. 
Mal and Ununited Fractures—W. 
P. FITE, M.D., Muskogee. 
Fractures of the Upper Extremity 
—S. R. CUNNINGHAM, M.D., Okla- 
homa City. 
Fractures of the Skull—HORACE 
REED, M.D., Oklahoma City. 


9:30 Moving Pictures. 


9:30 
10:30 


Growths of 
DEAN 
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10:30 Address—F acial Abnormalities, 
Fancied and Real; The Reaction of 
the Patient; Their Attempted Cor- 
rection, (illustrated with lantern 
slides), VILRAY P. BLAIR, M.D., St. 
Louis. 

11:15 Address—The Decline and Revival 
of Movable Kidney Surgery, 
BRANSFORD LEWIS, M.D., St. Louis. 
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PROGRAM, GENERAL MEETING 








TUESDAY, MAY 12, 8:00 P. M. 
Shrine Temple, Oklahoma City 





Presiding—C. E. CLYMER, M.D. 

Invocation—REv. A. M. JAYNE, Okla- 
homa City. 

Music. 

Address of Welcome—Representative of 
Chamber of Commerce, Oklahoma City. 

Response —W. ALBERT COOK, M.D., 
Tulsa. 

Music. 

Introduction of E. S. FERGUSON, M.D., 
retiring President. 

Introduction of President-Elect HENRY 
C. WEBER, M.D., Bartlesville. 

Introduction of Guests. 

President's Address—-HENRY C, WEBER, 
M.D., Bartlesville. 


ORATIONS 
WEDNESDAY, MAY 13TH, 7:45 P. M. 
Harding Hall, Shrine Temple 

“Gastro-duodenal Ulcer, Medical As- 
pects”—A. W. WHITE, M.D., Oklahoma 
City. 

“Gastro-duodenal Ulcer, Surgical As- 
pects” —P. P. NESBITT, M.D., Tulsa. 

“Recent Advancement in Allergy” —RAY 
M. BALYEAT, M.D., Oklahoma City. 


President’s Reception and Dance, Wed- 
nesday, May 13, ball-room, Shrine Temple. 





GOLF 
Annual State Medical Tournament 
May 11TH. 1931 


Oklahoma City Golf and Country Club 
(Nichols Hills). Start teeing-off at 9:00 
A. M. Every member of State Medical 
Association eligible and guest of Oklahoma 
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County Medical Society. Prizes numerous 
and fine. Arrange to play: 

1. By mailing name and estimated 
handicap to Golf Committee, 714 Medical 
Arts Building, Oklahoma City. 

2. By indicating to Registrar. 

To play golf on May 12th and 13th, con- 
sult golf committee or speak to registrar 
—it will be arranged. 





OKLAHOMA PEDIATRIC SOCIETY 


MONDAY, MAY 11TH, 1931 
Morning Session 9.00 o’Clock 
Children’s Hospital—800 N. E. 13th St. 
Clinics By 

Dr. J. B. Snow 

Dr. Geo. H. Garrison 
Dr. Clark H. Hall 
Dr. A. L. Salomon 
Dr. W. M. Taylor 





Afternoon Session 1:30 


Shrine Temple—Sixth and Robinson Ave. 
1. Chairman’s Address—CARROLL M. 
POUNDERS, M.D., Oklahoma City. 

2. The Diagnosis of Enlarged Thymus 
—FANNIE LOu BRITTAIN, M.D., Okla- 
homa City. 

3. Personal Experience with Enlarg- 
ment of the Thymus—MAURICE J. 
SEARLE, M.D., Tulsa. 

4. Neuro-endocrine Problems in Chil- 
dren — HENRY H. TURNER, M.D., 
Oklahoma City. 

5. Congenital Neurosyphilis with Many 
Convulsions, Particular Reference to 
the Effect of Tryparsamide—T. H. 
MCCARLEY, M.D., McAlester. 

6. Scurvy in Children—C. W. ARREN- 
DELL, M. D., Ponca City. 


Election of Officers. 





WOMEN’S AUXILIARY 


Mrs. J. Z. Mraz, Editor, Oklahoma State 
Women’s Auxiliary, makes the following 
announcement: 

General Headquarters—Skirvin Hotel. 

Registration—Mezzanine floor (it is re- 


quested that registration be made as soon 
as possible. 


_Progressive House Party—Monday eve- 
ning, May 11th, 1931. 


Meeting of the Women’s Auziliary— 











Tuesday, morning 10:00 o’clock, May 12th, 
followed by luncheon. 


Dance—Wednesday, May 13th, 9:00 P. 
M., Shrine Temple. 


Mrs. Carroll M. Pounders, 904 East 
19th Street, Oklahoma City, is General 
Chairman of arrangements for the social 
entertainment of the visiting ladies. 


Golf—Dr. Wendell Long, announces 
that the Oklahoma City Golf and Country 
Club, Twin Hills Golf Club and the Spring 
Lake Links will be available for visiting 
physicians. 





SECTION CHAIRMEN 
GENERAL MEDICINE 
Ben H. Cooley, M.D., Chairman, Nor- 
man. 


H. H. Turner, M.D., Secretary, 
North Walker, Oklahoma City. 


EYE, EAR, NOSE AND THROAT 

Ruric N. Smith, M.D., Chairman, Medi- 
cal Arts Bidg., Tulsa. 

A. L. Guthrie, M.D., Secretary, Medical 
Arts Bidg., Oklahoma City. 

SURGERY 

W. C. Vernon, M.D., Chairman, Okmul- 
gee. 

Leonard Williams, M.D., Secretary, 
1200 North Walker, Oklahoma City. 

All communications with reference to 
the Scientific Sections should be addressed 
to these officers. 


1200 
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SECTION ON EYE, EAR, NOSE AND 
THROAT 


1:30 P. M., TUESDAY, May 12, 1931 
Meeting Place—Band Room 





Ruric N. SMITH, M.D., Tulsa, Chairman. 

AUSTIN L. GUTHRIE, M.D., Oklahoma City, 
Secretary. 

1. Chairman’s Address: Ruric N. SMITH, 
M.D., Tulsa. 

2. Eye Complications Following Head 
Injuries—CHARLES H. HARALSON, M. 
D., Tulsa. 
Discussion: D. D. MCHENRY, M.D., 
Oklahoma City. 

3. The Treatment of Acute and Chronic 
Maxillary Sinusitis—WM. MITHOEFER, 
M.D., Cincinnati, Ohio. 

Discussion: DANIEL W. MILLER, M. 
D., Blackwell. 
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10. 


. Management of Ocular Complications 


in Diabetes Mellitus. Ophthalmic Sur- 
gery in India (Movies)—ALVIN Mc- 
ALESTER, M.D., Kansas City, Missouri. 
Discussion: E. S. FERGUSON, M. D., 
Oklahoma City. 

Intra-nasal Operation of the Tear Sac 
FRANK R. VIEREGG, M.D., Clinton. 
Discussion: H. COULTER Topp, M.D., 
Oklahoma City. 

Eye Conditions as the Result of Syph- 
ilis—C. P. MITCHELL, M.D., Chickasha. 
Discussion: J. C. MCDONALD, M.D., 
Oklahoma City. 


. Focal Infections—MARVIN HENLEY, M. 


D., Tulsa. 
Discussion: 
Shawnee. 


A. C. MCFARLING, M.D., 


. Ionization in Ear, Nose and Throat— 


H. F. VANDEVER, M.D., Enid. 
Discussion: L. C. KUYRKENDALL, M. 
D., McAlester. 


4). 


SECTION ON SURGERY 








1:30 P. M., TUESDAY, May 12, 1931 
Harding Hall, Shrine Temple 





C. VERNON, M.D., Okmulgee, Chair- 
man. 


. C. WILLIAMS, M.D., Oklahoma City, 
Secretary. 
. Chairman’s Address: W. C. VERNON, 


M.D., Okmulgee. 


. Traumatic Rupture of the Kidney— 


CLINTON SMITH, M.D., Kansas City, 
Missouri. 
Urethral Strictures—O. R. GREGG, M. 
D., Enid. 


. The Treatment of Burns, the Promo- 


tion of Early Healing and Correction 
and Prevention of Late Complications 
—VILRAY P. BLAIR, M.D., St. Louis, 
Missouri. 


. Post-Operative Care of Patients—C. 


K. LOGAN, M.D., Hominy. 


. Cysts of the Urachus. Case Reports— 


LERoy LONG, SR., 
City. 

Vaginal Hysterectomy — MARVIN E. 
Stout, M.D., Oklahoma City. 


M.D., Oklahoma 


. Solitary Cysts of Kidney With Calci- 


fication—J. M. BYRuM, M.D., Shaw- 
nee, 


. Ileus, DEAN LEWIs, M.D., Baltimore, 


Md. 
Legal vs. Physical Disability in Com- 


. Extra-Uterine 


5. Traumatic Surgery 


pensation Cases—W. M. BAILEY, M.D., 
Oklahoma City. 

Gestation — JAS. L. 
SHULER, M.D., Durant. 

Use of Sodium Amytal in Obstetrics 
by the General Practitioner — E, K. 
COLLIER, M.D., Tipton. 


. Spinal Anesthesia—R. Q. ATCHLEY, M. 


D., Tulsa. 


. Surgical Browsing—F. L. WATSON, M. 


D., McAlester. 

E. ALBERT AIS- 
ENSTADT, M.D., Picher. 

The Peritoneal Cavity, ROSS GROSs- 
HART, M.D., Tulsa. 

Intraveneous Anesthesia With Sodium 
Amytal in Surgery, A. L. BLESH, M. 
D., Oklahoma City. 

Preoperative Preparation of Patients 
for Biliary Tract Surgery, FRED S. 
CLINTON, M.D., Tulsa. 
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SECTION ON GENERAL MEDICINE 





Small Banquet Room—Shrine Temple 


1:30 P. M., TUESDAY, May 12, 1931 





BEN COOLEY, M.D., Norman, Chairman. 
HENRY H. TURNER, M.D., Oklahoma City, 


1. 


to 


>) | 


6. 


a 


Secretary. 

Chairman’s Address: Physchiatry in 
General Medicine—BEN H. COOLEY, 
M.D., Norman. 


. The Acute Infectious Diseases—J, H. 


MUSSER, M.D., New Orleans, La. 
Cardiac Pain (illustrated) — LOovuIs 
FAUGERES BISHOP, JR., M.D., New 
York. 

Medical Aspects of Ulcer and Cancer 
of Stomach—C, C. FINE, M.D., Cin- 
cinnati, Ohio. 

Roentgenological Aspects of Duodenal 
Uleer—JOHN E. HEATLEY, M.D., Okla- 
homa City. 

Silicosis— F. V. MERIWETHER, M.D., 
Picher. 


. Diagnosis and Treatment of Arthritis 


—EDWARD K. WITCHER, M.D., Tulsa. 


Chronic Pancreatitis, A clinical study 
LEA A. RIELY, M.D., Oklahoma City. 


. The Pathology of Chronic Pancreatitis 


(illustrated)—PrRor. L. A. TURLEY, 
Oklahoma City. 





1:30 P. M., WEDNESDAY, May 13, 1931 


Vaccine Therapy in Chronic Arthritis 
—E, GOLDFAIN, M.D., Oklahoma City. 
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2. Our Responsibility to the Nervous Pa- 
tient—M. S. GREGoRY, M.D., Oklahoma 
City. 

3. Treatment of the Post Encephalitic 
Parkinsonian Syndrome — F. M. 
ADAMS, M.D., Vinita. 

4. Tetanus, the Diagnosis and Treatment 
—JOHN A. HAYNIE, M.D., Durant. 

5. Fusospirochaetal Infection of the Gas- 
tro-Intestinal Tract—F. M, DuFry, M. 
D., Enid. 

6. Glucose in the Treatment of Pneumo- 





7. Poisoning from Natural Gas and Its 
By-Products— W. B. NEWELL, M.D., 
Enid. 

8. The Injection Treatment of Varicose 
Veins—R. Q. ATCHLEY, M.D., Tulsa. 

—o 
COMMITTEE REPORTS 








These reports are made in compliance 
with provisions of the new Constitution 
and By-Laws which call for publicaton 
of such matter in the issue of the Journal 
preceding the Annual Session. 





REPORT OF COMMITTEE ON MEDICAL 
SCONOMICS, 1931. 





Our report this year will discuss only the phase 
of “Medical Economics” which comes under the 
heading of sickness insurance. Much of the ma- 
terial given in this report is taken from a report 
of Dr. W. C. Rappleye, New Haven, Conn., read 
before the Annual Convention of the Secretaries 
of Constituent State Medical Associations of the 
A. M. A. 

“Any plan of financing or organizing medical 
services, whether developed from within the pro- 
fession or imposed on it from without, that 
threatens to lower the quality of those services, 
will in the long run, be detrimental to the public 
welfare.” The fact that twenty-three leading 
countries of the world have adopted compulsory 
sickness insurance and seventeen rely largely or 
entirely on voluntary insurance makes the sub- 
ject one on which we can well spend time for 
study. Sickness insurance is simply one phase of 
a much larger program of social insurance or 
economic insurance which is designed to cover a 
number of different risks. There are three main 
groups: (1) Those of economic origin; (2) those 
of occupational origin; and (3) those of non-oc- 
cupational origin, including death, sickness, dis- 
ability and old age. Our present day compensa- 
tion law which insures against loss of time and 
permanent disability is a form which is in effect 
in most states in the Union. The primary aim 
of all social insurance is to distribute the finan- 
cial burden for sickness in the case of sickness in- 
surance over a large group of the population so 
as to make the expense at the time of sickness 
only a minimum to the individual. This is of 
particular value to those persons with a narrow 
economic margin. . The danger of such a plan, 
of course, is that many of those persons denend- 
ing upon this type of service obtain only indif- 
ferent medical care or almost no care at all. 





Originally, sickness insurance was _ intended 
simply to provide cash for loss of wages during 
the time of sickness and diability. Later it was 
widened to include the medical care of the patient 
during the time of sickness and until he was re- 
stored to health and earning capacity. The latest 
trend now is widened out to include the preven- 
tion of illness. 


Taking the country at large, the amount of 
money spent for medical care is not nearly so 
large as the amount spent for various luxuries 
and non-essentials, for example, the people of 
the United States spend three times as much for 
tobacco and twice as much for candy as they do 
for their doctor, while the cost of the nation’s 
soft drinks and chewing gum is even larger than 
that. There would be no burden upon the people 
or difficulty in paying for medical services, if 
there were some means of shifting the outlay for 
less essential items to that of medical care, hos- 
pitals, ete. 


One striking feature of the health service is 
that about 20% of the population pay nearly two- 
thirds of the annual cost of the medical care. 
What we need is a plan whereby a distribution 
of the cost would become more equitable. Only 
about 20% of that burden is distributed through 
insurance and other means of providing for the 
expense when the crisis arises. Sickness insurance 
aims at distributing the financial burden over a 
large group of population so as not to have an 
excessive load on the individual at the time when 
sickness comes. 

The points to be discussed and the problems to 
be met along this line are very numerous. We 
have the compensation laws, the question of the 
rates to be paid, the administration factors, the 
loss of wages to be considered, the problems that 
include complete medical services for the entire 
family in addition to simply the wage earner, and 
the question of what constitutes proper medical 
care, that is, the needs of the individual and the 
community at large. Should the hospital be sup- 
ported by those that must of necessity be treated 
in the hospital, which only includes about 10% of 
the individuals that are sick? Should that ex- 
pense be borne by the entire community, as it is 
worth something to the community to have such 
institutions ready and fully equipped to care for 
them if they become sick? 


It is not unreasonable to believe that a country 
which regulates its industries, its interstate com 
merce and its educational program will at some 
future time endeavor to improve and conserve its 
greatest asset. the health of its people. The 
physician should take the keenest interest in the 
study of these basic problems. He should try to 
determine the function and the methods of finan- 
cial support of the various medical and health 
services and should give sound advice for con- 
sidering these questions in the economic and 
social needs of our time. The leadership for this 
question should come from the medical profession. 
The organized medical body of this State should 
have a constructive and positive program to lead 
the medical thought of the various communities 
in our State. Other professions as law. banking, 
education, etc., have their leaders and there is no 
reason why the people should not expect medicine 
to direct them in health lines. Should we not 
meet our obligations by providing this leader- 
ship? 

W. H. BAILEY, M.D., 

Oklahoma City, Chairman, 
J. HUTCHINGS WHITE, M.D., Muskogee, 
T. C. SANDERS, M.D., Shawnee. 
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REPORT OF COMMITTEE ON CRIPPLED 
CHILDREN 


The Secretary of the State Crippled Children’s 
Society has cooperated with the Committee of the 
Medical Association in continuing to hold clinics 
for crippled children, throughout the State, in that 
the suggestions of the Committee have been 
thoroughly carried out. All clinics are held in 
cooperation with the local doctors of the com- 
munity, and all transactions have been entirely 
ethical in their management. Letters and litera- 
ture containing the names of the examining phy- 
sicians have been handled in a manner that meets 
the requirements of ethical standards. The Com- 
mittee has been consulted upon many occasions, 
for advice, and the Committee feels that its direc- 
tion of the work for crippled children has been 
very satisfactory and beneficial. 

WADE H. SISLER, M.D., Tulsa, Chairman, 
EARL D. McBRIDE, M.D., Oklahoma City, 
W. K. WEST, M.D., Oklahoma City. 


Tat 
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REPORT OF COMMITTEE ON CANCER 
STUDY AND CONTROL 


Since the American Society for the Control of 
Cancer is so successfully carrying on a quiet 
educational campaign within our State upon can- 
cer, your committee has not attempted any wide- 
spread, concerted work during the past year. We 
have, however,.made a special request that each 
county society hold one full program devoted to 
this subject at some convenient time during the 
ear. any of our county societies have already 
eld such a meeting and others are planning to 
do so before the year closes. 


Leaflets furnished by the American Society for 
the Control of Cancer have been sent both to 
county societies and individual physicians; also, 
leaflets have been sent on request to many public 
— workers and individuals throughout our 

ate. 


Newspapers, too, have been furnished educa- 
tional articles pre by nationally known 
authorities upon cancer, which they have very 
graciously carried from time to time in their 
news columns. 


The State Medical Journal has published num- 
erous cancer articles during the past year, all of 
which tend to stimulate further interest and pro- 
gress toward the solution of this great problem. 


Notwithstanding the fact that certain news- 
papers have heralded at frequent intervals each 
year a more certain “cure has at last been dis- 
covered,” this great problem still remains for the 
present or future research workers to solve. 

EVERETT S. LAIN, M.D., Chairman, 
JAMES STEVENSON, M.D 
FRANK McGREGOR, M.D. 
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REPORT LEGISLATIVE COMMITTEE 








_ The Committee on “Public Policy and Legisla- 
tion” does not have an extensive report to make. 


In a meeting of a group composed of President 
Ferguson, President-Elect H. C. Weber, Secretary 
Thompson and a number of councilors, in Shaw- 
nee early in January, the question of Medical 
Legislation was extensively discussed. It was 
agreed that constructive legislation be not at- 
tempted at this time, but that the proceedings of 


the legislature be followed and that the Com- 
mittee should become active in case bills were 
introduced vitally affecting the physicians of the 
State. 


President Ferguson, being in Oklahoma City, 
agreed to watch the proceedings of the Legisla- 
ture and to call the Committee for action in case 
it became necessary to observe or combat any un- 
favorable legislation. Some very pernicious bills 
were introduced in the legislature, but never be- 
came imminent of passage. No call came from 
Dr. Ferguson and no legislative measures affect- 
ing the Medical Association have passed the 
Legislature. 


You will see by this that our duties have been 
more of a negative than a positive nature. 


J. M. BYRUM, M.D., Chairman, 
R. V. SMITH, M.D., 
McLAIN ROGERS, M.D. 
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REPORT OF THE COMMITTEE ON INDUS- 
TRIAL AND CONTRACT PRACTICE 








During the past year two movements in the 
State have arisen that the committee feels should 
be brought to the attention of the State Associa- 
tion. 


In the first place an effort was made during 
the past Legislature to enact a law creating a 
State Industrial Insurance Fund to be collected 
by and administered by the Industrial Commis- 
sion. This bill failed of passage. ‘It seems to the 
committee considering this from the standpoint of 
medicine alone that the passage of such a law 
would be a step in the socialization of medicine 
in this State and would remove some of the pre- 
sent political counterbalances inherent in the pre- 
sent law. Such a law would be more amenable 
than the present one to political exigencies. 


In the second place, a movement has been put- 
ting in its appearance in various parts of the 
State to furnish contract practice to individuals 
and families. This has taken several forms. At 
least two types have been noted. In one, an in- 
dividual physician contracts to furnish hospital- 
ization and medical care for a definite period of 
time. In the other a corporation, either a hos- 
pital or a group of physicians contract to do the 
same thing. Each enters into a written contract 
with the insured. In all cases either advertise- 
ment in public press or the sale of contracts 
through agents is employed. There are also three 
such organizations without the State that are 
selling these contracts within Oklahoma through 
their fiscal representatives, one in Kansas, two 
in Arkansas. 


Inquiry has been made of both the American 
Medical Association and the American College of 
Surgeons as to their opinion concerning this 
practice. Both have condemned it as being con- 
trary to the ethics of the American Medical As- 
sociation. 


The question further arises as to whether or 
not there is any wr of the Medical Practice 
Act of the State of Oklahoma in the actions of 
any of these individuals or corporations. Various 
angles of the question are being drawn up and 
submitted to the Attorney General through the 
State Board of Medical Examiners for an opin- 
ion 

PAT FITE, Chairman, 
A. RAY WILEY, 
C, E, CLYMER. 
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UNIVERSITY EXTENSION WORK 





Mr. T. M. Beaird makes the following report: 

1. Number of counties reached in medical work, 
21. 

2. Number of Physicians and Surgeons reached 
(in one or more showing), 917. 

3. Number of other groups reached exculsive 
of physicians and surgeons, 411 (this includes 
odes students, interns, nurses, etc.). 

4. Number of films owned by the Oklahoma 
State Medical Association, 3; namely: “Benign 
Prostatic Hypertrophy,” “Acute Appendicitis” 
(professional), “Treatment of a Breech Presenta- 
tion.” 

5. Number of reels of standard width 35 mm. 
professional films owned by the state association 
and distributed under the auspices of the Univer- 
sity Extension Division, 5. 

6. Actual showing time of the entire list of 
films, 1 hour and 20 minutes. 

7. All films owned by the state medical associa- 
tion and distributed under the auspices of the 
Bureau of Visual Education of the University Ex- 
tension Division are approved and sponsored by 
the American College of Surgeons. 

8. The films as listed were produced under the 
direction and epervenes of the following special- 
ists in their fields: a. “Benign Prostatic Hyper- 
trophy,” Dr. J. Bentley Squier, Professor of Urol- 
ogy, College of Physicians and Surgeons, Colum- 
bia University; b. “Acute Appendicitis,” Dr. Ed- 
ward Martin, Philadelphia; c. “Treatment of 
Breech Presentation,” Dr. Joseph B. DeLee, Pro- 
fessor of Obstetrics, Northwestern University 
Medical School, Chicago. 
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During the entire year such comments as 
“Films were excellent; we need more good work 
of this kind, and the Oklahoma State Medical 
Association is to be congratulated for its fore- 
sight.” From Virginia comes this statement, “We 
note that the Oklahoma State Medical Association 
is purchasing the library and sponsoring the same 
through your office. We feel this is an excellent 
movement. Please give us details so we may pre- 
sent the same plan to our state association. Okla- 
homa, we understand, is the first in the nation to 
start such good work.” 

T. M. BEAIRD, Director. 


Q—— 


DIURESIS FROM WATER-SOLUBLE 
BISMUTH 

P. J. Hanzlik, A. L. Bloomfield, A. B. Stockton 
and D. A. Wood, San Francisco (Journal A. M. A., 
April 27, 1929), in studing diuresis from water- 
soluble bismuth found that bismuth sodium 
tartrate, injected intramuscularly in doses of 0.03 
gm., caused a prompt and well sustained diuresis 
in subjects with and without edema. This action 
occurred without demonstrable local or systemic 
reactions and apparently without injury to renal 
functional efficiency. The diuretic efficiency of 
bismuth sodium tartrate excelled that of merbap- 
hen and of theophylline sodium acetate in the two 
subjects in whom these drugs were compared. 
The execretion of bismuth after bismuth sodium 
tartrate is prompt and more rapid and complete 
than after the insoluble and oil-suspended bismuth 
products, this being of practical importance in cir- 
cumventing possibilities of harm from the stored 
bismuth of the latter. 
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School for nurses. 





APPALACHIAN HALL Treatment 7 a, Diseases, 


ASHEVILLE, N. C. 


Drug Addiction and Alcoholism 





Appalachian Hall wishes to announce that it has recently acquired and is now occupying the 
famous Kenilworth Inn as its new sanatorium. 
more than a million dollars and furnished at a cost of three hundred thousand. 
chian Hall is an institution for the treatment of nervous 
drug habituation, and a place for rest and convalescence. 
private rooms or rooms en suite. Special department for rest cures and 
Physiotherapy, Cccupational Therapy, Gymnasium, etc., Volley Ball, Tennis, Croquet, Horse- 
back Riding, Golfing, Five beautiful golf courses available to patients. Resident physicians 
on duty at all times, a corps of graduate nurses, especially trained for this work. Training 
For information and rates write: Drs. Griffin and Griffin. 

APPALACHIAN HALL, ASHEVILLE, N. C. 


Kenilworth Inn was erected at a cost of 
Appala- 
alcoholism, : 
convenience, : 
convalescents. : 


and mental diseases, 
Every luxury and 
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OFFICERS OKLAHOMA STATE MEDICAL 
ASSOCIATION 








Presigent. 1930-31, Dr. E. S. Ferguson, Oklahoma 
ity. 


President-elect, 
Dr. Henry C. Weber, Bartlesville. 


Secretary-Treasurer-Editor, Dr. Claude A. Thomp- 
son, Muskogee. 


Meeting Place, 1931, Oklahoma City, May 11, 12, 13. 


Delegates to A. M. A.: Dr. Albert W. Cook, Tulsa, 
1931-32; Dr. Horace Reed, Oklahoma City, 
1931-32; Dr. McLain Rogers, Clinton, 1930-31. 


—— - 


CHAIRMEN OF SCIENTIFIC SECTIONS 





General Medicine: Dr. Ben H. Cooley, Chairman, 
Norman; Dr. Henry H. Turner, Secretary, 1200 
North Walker, Oklahoma City. 


Eye, Ear, Nose and Throat: Dr. Ruric N. Smith, 
Chairman, Medical Arts Building, Tulsa; Dr. A. L. 
Guthrie, Secretary, Medical Arts Building, Okla- 
homa City. 


Surgery: Dr. W. C. Vernon, Chairman, Okmulgee; 
Dr. Leonard Williams, Secretary, 1200 North Walk- 
er, Oklahoma City. 





STANDING COMMITTEES 1930-1931 





Scientific Work, Dr. R. M. Howard, Chairman, 
Oklahoma City; Dr. P. P. Nesbitt, Tulsa; Dr. A. B 
Chase, Oklahoma City; Dr. C. A. Thompson, Musko- 
gee. 


Public Policy and Legislation, Dr. J. M. Byrum, 
Chairman, Shawnee; Dr. R. V. Smith, Tulsa; Dr. 
McLain Rogers, Clinton. 


Medical Defense, Dr. L. S. Willour, Chairman, 
McAlester; Dr. Wm. Gallaher, Shawnee; Dr. F. M. 
Adams, Vinita. 


Medical Education and Hospitals. Dr. A. S. Risser, 
Chairman, Blackwell; Dr. A. White, Oklahoma 
City; Dr. Fred Clinton, Tulsa. 

Medical Economics, Dr. W. H. Bailey, Chairman, 
Oklahoma City; Dr. J. Hutchings White, Muskogee, 
Dr. T. C. Sanders, Shawnee. 
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SPECIAL COMMITTEES 1930-1931 





‘Tuberculosis Study and Control. Dr. L. J. Moor- 
man, Chairman, Oklahoma City; Dr. F. P. Baker, 
Talihina; Dr. R. M. Shepard, Tulsa. 


Conservation of Vision. Dr. W. A. Cook, Chair- 
man, Tulsa; Dr. C. B. Barker, Guthrie; Dr. Milton 
K. Thompson, Muskogee. 


Conversation of Hearing. Dr. L. C. McHenry, 
Chairman, Oklahoma City; Dr. Chas. M. Fullenwid- 
er, Muskogee; Dr. H. S. Brown, Ponca City. 


Venereal Disease Control, Dr. Rex Boland, Chair- 
man, Oklahoma City; Dr. Henry S. Browne, Tulsa; 
Dr. 8S. D. Neeley, Muskogee. 


Cancer Study and Control. Dr. E. S. Lain, Chair- 
man, Oklahoma City; Dr. James Stevenson, Tulsa; 
Dr. Frank McGregor, Mangum. 


Contract and Industrial Practice. Dr. Pat Fite, 
Chairman, Muskogee; Dr. C. E. Clymer, Oklahoma 
City; Dr. A. Ray Wiley, Tulsa. 

Crippled Children. Dr. Wade Sisler, Chairman, 
Tulsa; Dr. Earl D. McBride, Oklahoma City; Dr. 
W. K. West, Oklahoma City. 

Necrology. Dr. Ellis Lamb, Chairman, Clinton; 
Dr. R. M. Anderson, Shawnee; Dr. J. S. Fulton, 
Atoka. 

Publicity. Dr. C. A. Thompson, Muskogee. 


STATE BOARD OF MEDICAL EXAMINERS 


Dr. D. W. Miller, Blackwell, President; Dr. J. M. 
Byrum, Shawnee, Secretary; Dr. W. P. Fite, Musko- 
gee; Dr. H. C. Weber, Bartlesville; Dr. W. T. Ray, 
Gould; Dr. L. E. Emanuel, Chickasha; Dr. Frank 
McGregor, Mangum. 


STATE COMMISSIONER OF HEALTH 
Dr. Geo. N. Bilby, Oklahoma City. 





COUNCILORS AND THEIR COUNTIES 





District No. 1. Texas, Beaver, Cimarron, Harper, 
Ellis, Woods, Woodward, Alfalfa, Major, Dewy, Dr. 
H. A. Lile, Cherokee. (Term expires 1932). 

District No. 2. Roger Millis, Beckham, Greer, Har- 
mon, Washita, Kiowa, Custer, Jackson, Tillman. Dr. 
Frank H. McGregor, Mangum. (Term expires 1932). 

District No. 3. Grant, Kay, Garfield, Noble, Payne, 
Pawnee. Dr. Paul B. Champlin, Enid. (Term expires 
1932). 

District No. 4. Blaine, Kingfisher, Canadian, Lo- 

an, Oklahoma, Cleveland. Dr. LeRoy Long, Sr., 

klahoma City. (Term expires 1932). 

District No. 5. Caddo, Comanche, Cotton, Grady, 
Love, Stephens, Jefferson, Carter, Murray. Dr. J. C. 
Ambrister, Chickasha. (Term expires 1932). 

District No. 6 Osage, Creek, Washington, No- 
wata, Rogers, Tulsa. Dr. W. A. Howard, Chelsea 
(Term expires 1932). 

District No. 7. Lincoln, Pottawatomie, Okfuskee, 
Seminole, McClain. Dr. Wm. M. Gallaher, Shawnee. 
(Term expires 1931). 

District No. 8 Craig, Ottawa, Mayes, Delaware, 
Wagoner, Adeir, Cherokee, Sequoyah, Okmulgee, 
Muskogee. Dr. F. M. Adams, Vinita. (Term expires 
1931). 

District No. 9. Hughes, Pittsburg, Haskell, Lati- 
mer, LeFlore, McIntosh. Dr. Leonard 8. Willour, 
McAlester. (Term expires 1931). 

District No. 10. Johnson, Marshall, Coal, Atoka, 
Bryan, Choctaw, Pushmataha, McCurtain. Dr. I. & 
Fulton, Atoka. (Term expires 1931). 


CLASSIFIED ADVERTISEMENTS 


SITUATIONS WANTED Salaried Appoint- 
ments for Class A Physicians in all branches of 
the Medical Profession. Let us put you in touch 
with the best man for your opening. Our nation- 
wide connections enable us to give superior ser- 
vice. Aznoe’s National Physicians’ Exchange, 30 
North Michigan, Chicago. Established 1896. Mem- 
ber The Chicago Association of Commerce. 








FOR SALE—Victor portable X-ray, 110 volts, 30 
amps, spark gap 4% inches. Can do any kind of 
emergency work. G. F. Vertebra or spine. For 
further information write Ed Barnes, Okeene, 


Oklahoma. 3-3t 
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ismo——-: 


(HART) 


See Description, Journal A. M. A. 
Volume XLVII, Page 1488. 


A Scientific combination of Bismuth Sub 
carbonate and Hydrate suspended in water. 
Each fluidrachm contains 2% grains of the 
combined salts in an extremely fine state 
of subdivision. 
Medical Properties: Gastric Sedative, Anti- 
septic, Mild Astringent and Antacid. 
Indications: In Gastro-Intestinal Diseases, 
Diarrhoea, Dysentery, Cholera-Infantum, 
etc. Also suitable for external use in cases 
of ulcers, etc, 


E. J. HART & CO., Ltd., Mfg. Chemists 
New Orleans 


ice Po 























att. 








